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Physiologic rehabilitation 
of the constipated bowel 


1. Absorption of senna glycosides 
into blood stream with no effect upon 
stomach and small intestine 


2. Excretion into large bowel — 
conversion into active principles 


3. Activation of large bowel 
peristalsis via myenteric nerve 
plexus (Averbach’s)} 


Neuro-mvyscular stimulation of the 

defaecotion mechanism with 

restoration of natural rhythm 

SENOKOT —-the first standardized preparation of senna containing the total active 
principles of the pod—is not a lazative in the usual sense. Ii restores large bowel 
sensitivity and reflex evacuation—without mucosal irritation. In the treatment of 
chronie constipation the dose required to give a comfortable formed motion is 
administered regularly, and as natural rhythm is established dosage 1s gradually 
reduced and finally discontinued. 


Prescribed under the N.H.S.: KR 
ICP. Category 3; inexpensive; 
not advertised to the public. 


Granules: 1-2 teaspoonfuls. Tablets: 2-4 
® Granules: 2 oz., 6 oz. and 2 Ib. Tablets: 50, 200 and 1,000 


WESTMINSTER LABORATORIES LTD., CHALCOT BROAD, LONDOX, N.W.1 
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A glassblower practising his ancient craft 


It is one thing to gasp for breath for a living . . . quite 
another to gasp for breath to live. Yet how often this is the fate of the chronic 
bronchitic. But how seldom is it inevitable. Estopen rapidly reduces coughing and 
sputum production even in obdurate cases. For Estopen has a unique affinity for 


the lungs——flooding the inflamed tissues with high sustained levels of penicillin. 


In Estomycin the lung-selective penic illin of Estopen is combined with strepto- 


mycin for a dual attack on mixed infections of the hung. 


ESTOPEN oe ESTOMYCIN. — 


ale contamming 500,000 units wo strengths: 500,000 unite pen thamate 
penethamat« hydnodide Boxes of 10 vials hydriodide plus 1 gm. stre ptomyein per 
vial 100,000 units penethamate hydriodide 
plus 0.2 gm streptomycin per vial 


f 10 vials 


GLAXO LABORATORIES LTOD., GREENFORD, MIDDLESEX BYRon 3434 
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BOOKS — NEW AND VALUABLE ——— 





A New Book 


Ready This Month 


THE CLINICAL APPROACH IN MEDICAL PRACTICE 
By G. E. BEAUMONT, M.A., D.M., F.R.C.P 


74 Iustrations 


About 45s. 





GYNAECOLOGY 
New (Fifth) Edition. By DOUGLAS MacLEOD. ™.S., 
FRCP. FRCS. FRCOG., and CHARLES D 
READ, FRCS. FRACS FR.COG. SS! 
illustrations, including 27 Plates in Colour 80s. 


ESSENTIALS OF Carnes? 
By PHILIP WILES, M.S. FA.CS. FACS. New 
(Second) Edition. 7 Coloured Places and 393 Text- 
figures & 
DISORDERS OF THE BLOOD 
Di is, Pathology, Treatment and 
Technique 
By Sir LIONEL WHITBY, C.V.0.. MC. M.D. 
FRCP. D.P.H., and C Cc. BRITTON, M.D. 
D.P.H. Seventh Edition. 20 Places (12 Coloured) and 
106 Text-figures 63s. 


CLINICAL MEDICINE IN GENERAL 
PRACTICE 
Edited by JOHN FRY, 1.8. B.S.. F.R.C.S. Foreword 
by Sir HENRY COHEN, M.D... 0.Sc., F.R.C.P. 
27s. 6d. 


THE ESSENTIALS OF MATERIA MEDICA, 
PHARMACOLOGY AND THERAPEUTICS 
By R. H. MICKS, M.0., F.R.C.P.1. Sixth Edition. 24s. 


CLINICAL ENDOCRINOLOGY 
For Practitioners and Students 
By LAURENCE MARTIN. ™.D 
MARTIN HYNES, ™_D., M.R.C.P 
Edition. 39 ilustrations 


FORENSIC MEDICINE 
A Textbook for Students and Practitio 
By Sir SYONEY SMITH, CBE. M.D 
LL.D... F.RSA(Ed.), and F. S. FIDDES 
New (Tenth) Edition. 173 MWustrations 


O.B.E 


THE HAEMOLYTIC ANAEMIAS 
Congenital and Acquired 
By }. V. OACIE, M.D., M_R.C.P. 98 illustrations. 50s. 


DISEASES OF INFANCY ANDO CHILDHOOD 
By WILFRID SHELDON, C.V.0.. M.D. F.R.CP 
New (Seventh) Edition. 18 Plates (5S in Colour) and 
213 Text-figures . 


ANTENATAL AND POSTNATAL CARE 
By F. |. BROWNE, M.D., O.Sc., F.R.C.S/Ed) 
FR.C.O.G., and |. C. McCLURE BROWNE. MB 
B.S., F.R.C.SAEd.), F.R.C.O.G. New (Eighth) Edition 
94 IMuscrations 37s. 6d. 
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RP Officially recognised by the World 
Health Organisation and included in its 
publication “ World Medical Periodicals.” 


The 


BRITISH 

JOURNAL 

MEDICAL 
em” HYPNOTISM 


official organ of the 


Editor 


British Society of Medical Hypnotists | 


INFORMATIVE ARTICLES 
BY WORLD AUTHORITIES 


PUBLISHED QUARTERLY 
Subscription £1.1.0. p.a. post free 


Orders to:— 
4 VICTORIA TERRACE, HOVE, SUSSEX 





BINDING CASES 


% Binding cases for Volume 175 
(July to December 1955) and 
previous volumes are now 
available in green cloth with 








gilt lettering, price 5s. each, 
post free 


The cases are made to hold six 
copies of the journal after the 
advertisement pages have been 
removed; they are not self- 
binding. 


Alternatively, subscribers’ 
copies can be bound at an 
inclusive charge of 12s 6d. per 
volume; this includes the cost 
of the binding case and return 
postage 

Send your order, with remittance , to 


The Bookbinding Department 
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OXFORD MEDICAL PUBLICATIONS 


TO BE PUBLISHED THIS MONTH 





A NEW (FIFTH) EDITION OF 


DISEASES OF THE NERVOUS 
SYSTEM 


by SIR RUSSELL BRAIN, BT., D.M., P.R.c.P. 
Physician to the London Hospital and to the Maida Vale Hospital 
for Nervous Diseases 


1,014 pages 91 illustrations 50s. net 


OXFORD UNIVERSITY PRESS 


























—E. & S. LIVINGSTONE LTD.=— 


AN ATLAS OF REGIONAL DERMATOLOGY PULMONARY TUBERCULOSIS 
By G. H. PERCIVAL, M.D... Ph.D., F.R.C.P., D.P.H., Third Edition. By R. Y. KEERS. M.D... F.A.C.P.. and 
and T. C. DODDS, FILMLT. FIBP., FRAPS B. G. RIGDEN, MACS. LAC. 468 e 
272 pages. 479 illustrations in full colour «as 150 illustrations . * 








FRACTURES AND JOINT INJURIES FRACTURES OF THE FACIAL SKELETON 
Fourth Edition Reprint. By SIR REGINALD WATSON- By N. L. ROWE, FOSAR.CSi(Eng), HOORCS 
JONES. In two volumes, not sold separately (Edin.), and H. C. KULEY, FOSA.CSiEng) 
1,130 pages. 1,613 illustrations 6 10s. H.D.D.R.C.S.(Edin.). 960 pages. | 236 illustrations. & 








CHRISTMAS GIFTS FOR DOCTORS 7 


THE BOKE OF CHYLOREN THE QUIET ART: A Doctor's Anthology 
By Or. Thomas Phaire Ts. 6d. By Dr. Robert Coope ihe. 64 


GEORGE AND JOHN ARMSTRONG OF 


CASTLETON 
By Dr. William |. Maloney 176. 6d. SQUARE, |860-' 


THE NATIONAL HOSPITAL, QUEEN 
948 


By Sir Gordon Holmes 10s. 6d. 

HISTORICAL REVIEW OF BRITISH 
SESTSLUSS AND CURASESLSSY, THE LIFE AND WORK OF ASTLEY COOPER 
20s. 


1800-1950 
Edited by Professors |. M. Munro Kerr, R. W. By Sir Russell Brock 
30s. 


Johnstone and Miles H. Phillips 
WILLIAM SMELLIE: The Master of British wo 0658-008 
Midwifery 
By Professor R. W. Johnstone 20s. 
THE PHYSICIAN AS MAN OF LETTERS, 
LORD LISTER: His Life and Doctrine SCIENCE AND ACTION 
By Or. Douglas Guthrie 1Se. Second Edition. By Professor T. K. Monro. 2ls. 











TEVIOT PLACE, EDINBURGH 
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AEROSOL THERAPY 


The Ideal Method of Dispensing 
Anti-Biotics, Anti-Spasmodics 
and Decongestants 


The portable Aerolyser Aerosol Inhaler 
has proven itself to be the most 
efficacious medium for the administration 
of prophylactic and curative drugs in 
Aerosol form. 

This method produces a mist of fine 
Aerosol particles which will penetrate to 
the small bronchioles and alveoli at a rate 
of 8—12c.c. per hour. 








A hire service is also available for this 
equipment. 


Full details and literature on request 


AEROSOL PRODUCTS LTD., 10 DUKE STREET, LONDON, W.! 
Telephone WELbeck 6690 














liability 
in delicate Surgery 


The THERATOR MINOR | #& e 
DIATHERM ’ MAM eS 


~ the most delicate electro-surgery Current intensity is regulated by a 
Therator Minor Diathermy reliably single knob and is repeatable at 
provides two distinct cutting-currents pre-selected control positions A de 
ideal respectively. for ophthaimic and luxe set of electrodes and mobile 
neurO-surgery. Output ts valve-generated, trolley complete the equipment if 
perfect coagulation being assured by required. Further information is freely 
careful selection of component values availaole 


MARCON ' INSTRUMENTS 


SPECIALISTS IN: 
DIATHERMY - AUDIOMETRY - ELECTRO-ENCEPHALOGRAPHY 
THERAPEUTIC AND DIAGNOSTIC X-RAYS 


MARCONI! INSTRUMENTS LTD - ST. ALBANS . HERTS . Phone ST. ALBANS 6160/9 
30 Albion Street Kingston-upon-Hull. Phone: Hull Central 16144 9 The Parade 
Leam agton Spa. Phone: | 408 

em 2 
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A* Commandant Dame Felicity Peake learned to pilot a 
‘plane in 1937, and in 1939 joined the service which 

later became the W.A.A.P. She was the first woman to be 

appointed M.B.E Military Division), f 

Biggin Hill was bombed in 1940. Dir 


from 1946 to 1949, and the W.R.A.I 


retirement the following year 
George VI. Now an executive 


and a Governor of d 


Honorary 
director of 
London Hospital. In 


the fan 


married a Vice-Chairman of one of the *‘ big five 
Divides her time between an office in the City, a smal! hous 
in Mayfair and a farm in Oxfordshire. 


“My Daily Mail by DAME FELICITY PEAKE 


LIKE THE DAILY MAIL because it is 
written for women as well as for 
men, and those features which are of 
special interest to women are just as well 
composed as the rest of the paper 
The print is good and easy to read and 
the photographs are reproduced so clearly. 
The news is not distorted and the head- 
ings avoid sensationalism. 
I’ve spent a good many years in uni- 
form but I am, nevertheless, very inter- 
ested in fashion. Iris Ashley is one of the 


best fashion writers I know. And her 
articles gain a lot from those delightful 
drawings by Francis Marshall. 

I seldom go to a cinema or a theatre, 
so when I do I like to think there is a 
good chance that I shall enjoy what I see. 
I find the Daily Mail reviews most helpful 
when I’m making up my mind. They 
hardly ever give a false impression and 
they’re most enjoyable to read, 

In fact, I like my Daily Mail and wish 
it well on its way.” 
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6 Nails... 
230 Miles... 
No Pressure Loss! 


1230 MILES, virtually 6 punctures before the journey began — 
no loss of air pressure. That's the story of an RAC-observed 
run from London to Fort William and back — on Dunlop 


Tubeless. Before the trial started, three 3° nails were RAC 
, UU 


hammered into each offside rear and nearside 


front tyre of the test car. Fully-laden, OBSERVED 


and driving at varying speeds over every 


kind of road surface, it then completed the trial TRIAL 


without incident and with the six nails still in the tyres 


The official report concludes — “‘no detectable loss of 
pressure in any of the four tyres”. There could be no more 


dramatic confirmation of why you should put your car on 


DUNLOP 
TUBELESS 


—to reduce the risk of puncture delays! 
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Enter... 


the season when the 
doctor’s waiting room grows 
ominously full and such 
familiar complaints as 
catarrh and rhinitis provide 
the dominant theme of his 
day. 








Whenever the need is for decongestion and disinfection of the 
nasal cavity, there is no more safe or suitable a prescription than 
ARGOTONE Nasal Drops. The antiseptic action of ARGOTONE 


derives from its content of silver vitellin-— while ephedrine 


hydrochloride is quick to relieve the congestion. Despite its 


outstanding efficacy over the years, ARGOTONE has been shown 


to be innocuous to the cilia and nasal mucosa 


ARG OTON E: 
NASAL DROPS 


and here is ARGOTONE in Sample on request. May be prescribed on 
up-to-the-minute dress — a . 

r Form E.C. 10. Basic N.H.S. Price 2/6}d 
convenient plastic atomizer 
Ensures swift penetration of 
ARGOTONE throughout the 
nasopharynx 
ARGOTONE “READY SPRAY” RONA LABORATORIES 


Basic N.H.S. Price 2/10d. Approx. 15 cc 
Argotone, Available on E.C.A0 Ambassador 4437 


Bottle of 20 cc 


12/13 Molyneux Street, London, W.! 
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The general indications for Veganin ar: 


summarized in the triad PAIN—PYREXIA— 
EXCITEMENT. Corresponding to these are the thre« 


constituents of Veganin — acetylsalicylic acid, 
phenace tin and codeine ; and the three main effects 
that they produce — analgesia, antipyresis and 
sedation. In practice, it is as hard to separate on 


indication from another as it 1s to 
eonsider the action of each constituent 
“ rmciy idually. The ¥ act synergistically 
‘ 


on a myriad of sympton 
PACKING 
Supplied in tubes of 10 and 
) tablets. Also available 
bulk packages of 100 
and 500 for dispensing 
miw at 6/0d. and 25 

ectively, not eubject 

PT n preacrip- 

Each tablet of 

contains acid 


in 


for 
acetylealicyl 250 ma 
~~ phenacetin 250 mg 
e codein phoeph. 10 mg 
“ No Warner preparation has ever 
been advertised to the public 


WILLIAM BR. WARNER & Oo. Led 
Power Road, London, W.4 
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Armo-Noestrol 


and 


Armo-Noestrol 
FORTE 


Tablets 


combining 
Dienoestrol and Phenobarbitone 
indicated in Dysmenorrhoea and 
Menopausal Disorders 
Each tablet contains 
ARMO-NOESTROL 
Dienoestrol 0.1! mg 
Phenobarbitone |6 mg 
ARMO-NOESTROL 
FORTE 


Dienoestrol 0.3 mg. 
Phenobarbitone 16 mg 


Write for literature to 
THE ARMOUR LABORATORIES 


(Armour & Company Led 


HAMPDEN PARK, EASTBOURNE, SUSSEX 


CUCU CCUU LCCC CUCU 








Telephone Telegrams 
Hampden Park 740 Armolab,'’ Eastbourne 
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He is going into hospital. But he is going the doctors and nurses are all so 
with good heart. Because he trusts them confident... 

to make him well again. ... every minute of every day and every 
If it means an operation he will be night they put their crust in British 
worried and rather nervous when the Oxygen equipment and British Oxygen 
moment comes—it’s only natural, but gases to help ease pain and save lives. 


MEDICAL DIVISION, BRITISH OXYGEN 








6: GREAT WEST ROAD, BRENTFORD, MIDOLESEX 





~<a Makers and suppliers of hetic, lgesic & therapeutic equipment & gases 
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A SPENCER Support 
for Intervertebral Disc 


In both conservative and surgical treatment 
of intervertebral disc, application of a back 
support is usually indicated.* 





We invite the surgeon's 
investigation of Spencer 
as an adjunct to treat- 
ment. Each Spencer is 
individually designed, cut 
and made for each 
patient—after a descrip- 
tion of the patients’ 
body and posture has 
been recorded and de- 
tailed measurements 
taken. Thus, individual 
support requirements 
are accurately met. The 
Spencer Spinal Supports 
© Puneited Deter. i a . shown incorporating 
vertebral Disc Pe) 1 rigid spinal brace were 
and Sciatic Pain individually designed for 
“Journal of Bone both man and woman 
and Joiw Sur- 
gery.” 29, 429-437 patients. Note exterior 
(April 1947) pelvic binder for added 
pelvic stability 


For further information write to: 


SPENCER (BANBURY) LTD. 


Consulting Manufacturers of 
Surgical and Orthopaedic Supports 


Spencer House Banbury Oxfordshire 
Tel. 2265 
Branche 


LONDON: 2, South Audley Street, W.1. Tel. GROsvendr 4292 
MANCHESTER: 38a, King Street, 2 Tel. BLAckfriars 9075 
LIVERPOOL: 79, Church Street, ! Tel. ROYal 4021 
LEEDS: Victoria Buildings, Park Cross Street, 1. Tel. Leeds 3.3082 
(opposite Town Hall Steps) 
BRISTOL: 44a, Queens Road, § Tel. Bristol 24801 
GLASGOW : 86, St. Vincent Street, C.2. Tel. CE Ntral 3232 
EDINBURGH: Wa, George Street, 2 Tel. CALedoman 6162 


Trained Retailer-Fitters resident throughout the Kingdom Name ond oddress of neorest Fitter supplied 
on request 
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You can use 


Elastoplast Plaster... 


... On its own 


* to strap a dislocated thumb. 
One-inch Elastoplast Plaster is used, 
applied spica-fashion. 


* to cover impetigo lesions, allowing 
undisturbed self-healing. 


...Or to keep a 
dressing in place 
* in cases where it is preferable to 


cut an individual strip rather than 
to use a ready-made first-aid dressing 


ELASTOPLAST PLASTER is flesh-coloured, made from light-weight cloth, 
and ideal for on-the-spot strapping and retention of dressings. It is far 
more comfortable and more efficient than a rigid plaster. 


ELASTOPLAST: elastic adhesive plaster B.P.C. 


1° or 2° x 13/2 yds stretched and 1° x 5/6 yds stretched 


WATERPROOF ELASTOPLAST Plaster 


plastic strapping 1° x 1 yd and 1° or 2” x 3 yd 


SMITH & NEPHEW LTD - WELWYN GARDEN CITY - HERTS 


Outside the British Commonwealth Elastoplast is known as Tensoplast 
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A convenient form in 
which to administer Aluminium 
Hydroxide treatment 


e DROXALIN tablets are | e*DROXALIN enables 
smooth, pleasant-tasting and break Aluminium Hydroxide to be 
down easily in the mouth. They administered in an exceptionally 
are, therefore, completely accept- palatable form. 

able to the gastric patient. 

The tablets are individually and 

hygienically sealed in sets of six 


ACTIVE INGREDIENTS 


© Aluminium Hydroxmde 


acipD ADSORBENT 


sy SCOTT & TURNER LIMITED. ANDREWS HOUSE. NEWCASTLE-ON-TYNE 
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How to stop between-meal eating 


“Dexedrine Spansule’ sus release capsules 

the new way of controlling appetite in waght reduction 
curb the appetite berween meals as well as at mealtimes 
This is because cach “Dexedrine Spansule’ capsule releases 
the medication evenly cver an 8 to 10 hour period, 
providing effective appetite control that lasts all day 
Available in containers of 30 capsules, 

in two strengths: 10 mg. and 15 mg 


DEXEDRINE 
SPANSULE* | 


brand of sustained release capsules 
Sumples available on request 
AD SMITH KLINE AND FRENCH INTERNATIONAL CO 


represented by Mentey & James, Limited, Coldharbour Lane. London, $65 
Tek BRixton 785! 





*ien Pa Ne 715.5 
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Thromboral 


A treatment for 











Hzmorrhagic ulcers 


occurring in the 


alimentary canal 


THROMBORAL has been developed for the systemic 
control of haemorrhagic complications of peptic 
and duodenal ulcers; bleeding from ruptured 
oesophageal varices; denuded buccal ulcer and 
cases of epigastric distress exhibiting signs of 
internal hemorrhage 


THROMBORAL contains active THROMBIN in 
massive doses, the instantaneous hemostatic 
effect of which is preserved by reduction 
of the pH of the gastric mucosa. Natural 
physiological coagulation occurs at the 

site of bleeding 


THROMBORAL is presented as a 
complete treatment for oral 
administration over a 24 hour 

period 


THROMBORAL can be of 

inestimable value where 

the age or physical 

co tion oO : = = . 

on aed ieee MAW’S Ethical Products also include 

tion undesirable 
NAPHTHIONIN A hemostatic of general action for 
admunuistration by the parenteral route ; used pre-operatively 
Or post-operatively 
Naphthionin does not control hamophiliac bleeding for 
which Thrombin (Maw) is the haemostatic of choice 


THROMBIN (MAW) A hemostatic for topical use & 
surgical procedures for the immediate arrest of haemorrhage 


THROMBOPLASTIN (MAW) For reagent use in the 
determination of the prothrombin ume in anticoagulant 
therapy 

REAZIDE (Cyanacetic Acid Hydraside) A new 
hydrazide for specific use m all forme of tuberculosis, 
particularly im chromic cases. Clinical trials in progress 
HEMATRIX Ano ointment for the treatment of hamorr 
hoids, pruritus ani and peinful, inflammatory, pruritic 
and eczematous lesions of the skin in the anal region 
Prescribable on E.C.10 


Further information available on request from Dept. P 


ETHICAL PRODUCTS 


S Maw Son and Sons Limited Barnet England 
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Nasal obstruction 





By far the commonest cause of obstruction in the nasal 
airway is due to swelling and congestion of the mucose 
*ENDRINE’, with its potent local vasoconstrictor 
action, produces an immediate shrinkage of the richly 
vascularised mucous membrane. Ventilation is 
restored, free drainage permitted, and the 

danger of sinus infection rapidly diminished. 





‘ENDRINE’ 


Trade Mark 
(Wyeth) NASAL COMPOUND 


Available in three varieties: 
Ordinary, Mild and Isotonic 








John Wyeth & Brother Lid., Clifton House, Euston Road, N.W 1 





» sevoderm 


no dandrutt wit 


The finely emulsified lanolin base of SEBODERM 


ensures non-irritation of the scalp For simple 
dandruff a single weekly treatment is sufficient, and 
for seborrhoeic dermatitis treatment on alternate 


nights until improvement is noted is suggested 


CETRIMIDE SHAMPOO 
* 


SEBODERM contains 
15.6% of cetrimide, 
the quaternary 
ammonium compound 
specifically recom- 
mended for treatment 
of seborrhoeic Available in 
dermatitis j-oz. tubes 


Lieereture ond Proferians! semple on request Brit. Med. j.. 2 (1951) 1070 


PRIORY LABORATORIES LTD., PYRAMID WORKS, WEST DRAYTON, MIDDLESEX 
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Inadequate Nutrition in 
Elderly Patients 


Old people living ona restricted income often exist on an inadequate 
diet. Among the nutrients that have been found to be lacking in 
such diets are vitamins of the B, complex. 





Marmite yeast extract is a useful source of these vitamins; it can 
readily be taken by elderly patients, who seem to appreciate its piquant 
flavour. It supplies riboflavin, nicotinic acid, folic acid, pyridoxin, 
pantothenic acid, biotin, choline, inositol and p-aminobenzoic acid 


MARMITE 


yeas t extract 
l-oz. 9d., 2-oz. | 4, 4-oz. 24, 8-oz. 4-, 16-07. 7 - 
Obtainable from chemists and grocers 
Special terms for packs for hospitals, welfare centres and schools 
Literature on request 


MARMITE LIMITED, 35 Seething Lane, London, E.C.3 











for 

the 
ulcerated 

leg... 


LESTREFLEX 


DALMAS Elastic Diachylon Bandage ventilaced 
s the ideal emollient strapping and is non 
rubbersed i gives efficrent adhesion and yet 
Causes Minimal sensitivity reactions. it w “ the 

strapping tor the pressure bandaging treatment 
of cedematous, eczematous or vicerated legs 
Ventilated Lestrefiex «s available in 3 yard roils 
3" and 4 wide. The Lescrefiex Bandage is a 
REMEDY par excellence for thu problem 


DALMAS ELASTIC 


DIACHYLON 


BANDAGE 


aearet available on E.CI10 
ED test - Descriptive /iteroture is available from the manufacturers 


DALMAS LTD., JUNIOR STREET, LEICESTER ESTD. 1823 
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e A safe hypotensive of precise 
therapeutic value. 

@ Easily adjusted oral dosage. 

e Relieves fatigue and tenseness, allays 


anxiety states, promotes feeling of well-being. 


e@ No necessity for frequent hiood 

pressure determination. 

e No extreme sedative or unfavourable 
hypotensive action. 

@ No serious toxic reactions. 

@ Developed and clinically tested on 
millions of cases over a period of 21 years. 
e@ Prescribed and sold all over the world. 


THE HIMALAYA DRUG CO. 
THE HILLSIDE PHARMACEUTICALS, 


Sole Distributors in U.K 
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or 
Serpina 


The World's Pioneer Rauwolfia 
Hypotensive and Cerebral Sedative 
Standardised 4 mg. Total Alkaloids of 
Rauwolfia serpentina ( Benth) per tablet 


= ee 
~~ 


251 Hornby Road, Bombay - 1 
837 HIGH ROAD, WORTH FINCHLEY, LONDON, W.12 





SANCTIONED ON N.H.S. 


PRESCRIPTIONS (FORM E.C.10) 


EPHAZONE tablets 


The rational, symptomatic 


remedy for bronchial spasm in 


ASTHMA & BRONCHITIS 


THIS PREPARATION IS NOT ADVERTISED TO THE GENERAL PUBLIC 


CONTAINING IN 
EACH TABLET 
Ephedrine } grain 
Theobromine } grain 
Phenazone | grain 
Calcium gluconate j grain 





EPHAZONE LTD 


59 BROOK 


STREET, 


Telephone: MAyfair s496 


LONDON, 
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NERVOUS DYSPEPSIA 
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PABYRN LABORATORIES, GREENFORD, MIDDX. 





functional bowel upset and effectively allays 


painful spasm in organic disease 


Merbentyl’ Tablets contain 10 mg 
dicihylami nn ertethas yoicyet dery 
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Where application of Maintained Dry 


Heat is necessary... , : 4 
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Zermopac is a medicated pad that, with the addition ~ \ \ 
of two teaspoonfuls of water generates its own heat. d 
Within a short time it attains a temperature of 110°F and then a maximum 
of 160°F and remains between these temperatures for several hours 
S% We will gladly send you a sample pad on receipt of your card 
RHEUMA SPA (ZERMO) LTD. 42 UPPER RICHMOND ROAD, EAST SHEEN, LONDON, SW.14 ¢ 
Tel: PROspect 7155 rd 
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LIQUID 


ECZEMA 
, . 7 a _ . 
VARICOSE ULCERS 
~ rats . . 
FURUNCULOSIS ete. 
It has been showr yond question t 
, large scale scrum 
Obst na , good proportion 
from intractable skin | 
. deficiency of the essential fatty acids 
rapn taken before is not possible to carry out these studies 
siment with “ FV in everyday practice, but any pati 
. ec7vema or furunculosis wi 
spond to symptomatic treatment sh 
Photograph taken fter most certainly be tried with essential fatt 
acids “ F99 A high proportion 
patients will be found to respond 
" In gravitational ulcers, where the skin is 
me application of , ; under -nourished the appli-ation of 
nnitment daily additiona! essential fatty acids rarely fails 
to heal the wound 


emaoflthe 


18 weeks’ treatment 
me rw? ap sude 


Literature om request 


INTERNATIONAL LABORATORIES LTD., Dept. PR34, 205 HOOK ROAD, CHESSINGTON, SURREY 
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Safe soothing 
HA LABAR 


mild relaning sedative 
NOT LIMITED TO DEPRESSION OF CEREBRAL CORTEX 
HALABAR acts on both Aigher and lower levels of the 
c.n.s. to reduce both mental and physical tensions. Patients 
are more completely and safely relaxed with a smaller 
degree of sedation 
Indications include 
Nervousness Anxiety or tension 
Hypertension Menopausal irritability 
Premenstrual tension Selected depressive states 
Psychoneurosis Insomnia 
HALABAR is available as yellow, scored tablets each con- 
taining 16 mg. butobarbitone and 300 mg. mephenesin in 
bottles of 100 tablets. Prescribable on N.H.S. Form E.C.10: 
supplies for clinical trials gladly arranged 
Literature and samples on request 


G. W. CARNRICK CO. 
Distributors: Brooks and Warburton Ltd. 
MORDEN ROAD, MITCHAM, SURREY. 
Telephone: MIiTcham 3466 








Treatment of the Streptococcal Throat 


* PONDETS ’ Penicillin are a new and ingenious vehicle 
for local oral penicillin therapy that combine the striking 
advantages of extreme palatability with prolonged action. 
Each * Pondet’ contains 5,000 international units of crystal- 
line potassium penicillin-G in a delicious, hard, fruit, toffee- 
like base that completely masks the bitter taste of penicillin 
Because of the nature of their hard base, * Pondets’ dissolve 
slowly and uniformly, supplying un uninterrupted high 
concentration of penicillin to infected areas of the oro- 
pharyngeal mucosa 
INDICATED in minor superficial oral infections due to 
penicillin-sensitive organisms ranging from the * Streptococcal 
Throat’ to the less common Vincent's infection and recom- 
mended for routine prophylactic use following Tonsillectomy 

Individually wrapped in bottles of 20. 
Children accept ‘ Pondets’ as readily as a sweet, and they are particularly 
usefu! in controlling throat infections in juvenile communities 


*‘Pondets’ PENICILLIN TROCHES 


Trade Mark 


JOHN WYETH & BROTHER, LTD., CLIFTON HOUSE, BUSTON ROAD, LONDON, N.W.! 
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P46 
OF THE WEDGE 
FOR FLAT FEET! 


The largest single cause of foot 
trouble in childhood—pronation 

could easily become the least 
‘Inneraze* shoes provide the 
complete answer: they apply the 
wedge principle at itsmost sensible 
built into the shoe itself. This, 
together with the buttressed heel, 
givesa corrective support that lasts 
the life of the shoe, unaffected by 
wear or repair. And because the 
wedge cannot be seen ‘Inneraze’ 


* 


For thlustrated leaflet and the names and 
addre ( suppliers please write to 
Meney ing Director, James Southall & 
Co., Lid 4 St. George Street 
Han ver Square, London, W.1 


Foremost among 
the tonic restoratives 


A specia! formulation, its delicate flavour rendering 
it sxweptable to the most fastidious palate and 
representing Vitamin B,, Lig. Extract of Malt, 
the Glycerophosphates of Iron, Magnesium and 
Potassium, and Pepsin, together with Strychnine 
Hydrochloride 1/200 grain in each fluid drachm 
It is indicated in devitalized conditions as it improves 
appetite and increases mental and physical activity 


TOWALLX 


FERRIS & COLTD 


BRISTOL 





| @ Income tax borne by 


|@ No depreciation 
Per Full Particulars apply to-— 


is practically indistingu'shable in 
wear from any of the first-class 
shoes made for normal young 
feet by Start-rite 


INNERAZE Shoes by 


Supplied only against medical prescription 


Let your money earn 
maximum interest 
with security 


BUILDING SOCIETY 
( Established 1931) 


Se. 


faes est oF aOrax 


@ Assets exceed 
£2,500,000 
@ Easy withdrawals 
society 


® Any amount accepted 
up to £5,000 


The Secretary 





,—h, A 


cent gross 
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Traditional 
and international 


These eleven shapes of surgical blade 
have become traditional — and inter- 
national. Hospitals all over the world 
send to Sheffield for ever increasing 
supplies; so the model factory built to 
produce Swann-Morton blades is 
always expanding. But, however great 
the pressure of orders, there is never 
any relaxation of the individual care 
given to each individual blade 


Swann-Motton 


SURGICAL BLADES AND HANDLES 


3 TYPES OF HANDLE « 11 TRADITIONAL SHAPES OF BLADE 
Order from your usual wholesaler 


XXVII 


W. R SWANN & CO. LTD « SHEFFIELD 6 ENG : LONDON OFFICE: 63 UXBRIDGE RO LONDON -W.5 


Domogen 


standardized crude house dust antigen 


Advances have been reported® in the isolation of crude 
house dust antigen and its standardization 

DOMOGEN represents this work. Each batch is chemic- 
ally analysed for protein and carbohydrate values, and is 
assayed biologically in allergic human subjects. 

Skin testing and desensitization treatment are easily carried 
uit with DOMOGEN in all cases of suspect or proven 
house dust allergy 


* Brit. J. exp. Path., (1947) 28, y09, 325, 331 


DUNCAN, FLOCKHART & 


EDINBURGH 





ine 


Diagnostx 

5 mil. bottle of 

1: 100,000 solution 
Pherapeutx 

10 or 30 mi. bottle of 
1 1,000 solution 


co., LTD. 


LONDON 
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‘MIOTROL-P 


Tablets containing :— Methy! Testosterone 2.5 mg. Ethiny! Oestradio! 0.005 mg. 
Phenobarbitone 16.0 mg. (; gr.) 


A synergistic combination of androgen and 
oestrogen with phenobarbitone. 


Specifically designed for control of symptoms associated 
with menopausal disturbances, premenstrual migraine 
and tension, dysmenorrhoea. 


Literature forwarded on request 


sn (OXOID) proouct 


OXO LTD. (Medical Depr.), THAMES HOUSE, LONDON, E.C.4 


Telephone: CENtral 978! 


LEAL LOE GE OO IEE I Eee ae 








You should 


bank with the 





Some of my 


Bip uaa Westminster 
Thank you, nurse 


A 


sleep sweeter 


. 
Bourn-vita Head Office: 41 Lothbury 


Made by Cadburys London, E.C.2 
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Whenever the diet is faulty, 


The f ‘ 
Cestra Mask the appetite poor, 
FOR SURGEONS AND NURSES or the loss of food is 


excessive 








through 
vomiting 
or 


diarrhoea 
Afcer many bacteriological experiments this mask was 
designed to arrest all droplets from the mouth and nose, 
and so to prevent contamination during operation. The 
“Cestra™ Mask consists of four layers of fine dental 
gauze. it fastens securely uncer the chin, has an air gap 


3 ~~ 
> > a 
at the sides, is comfortable to wear for long periods and #® ah , 
may be easily sterilised — a en ine S 
Obdtainable from Chemists and Medical Stores é 
MADE BY ROBINSON & SONS LTD. eee 
Wheat Bridge Mills, Chesterfield. Tel. Chesterfield 2/05 Pg MEAT JUICE 
London Office : King's Bourne House, 229/23) High Holborn, e 
London, W.C.l. Tel. Holborn 6383 
A Pure Concentrated 


Extract of Beef 


Manufacturers of all kinds of Surgical Dressings 





ki stimulates the appetite 
S, increases the flow of 
SS digestive juices, 


After consistently paying 37} x provides protective 
we now advance to iit @arbers Guantities of potassium, 


° in a palatable and readily 
} TAX assimilated form. 
4 Debiliuating - —< 
°o gastrointestinal <p _ 


condions 


Equal to 64° gross) 
Over a great period of time all Investors 
have enjoyed ABSOLUTE SECURITY, 
DAY to DAY INTEREST, IMMEDIATE 
WITHDRAWAL FACILITIES, and incur 
no costs or charges whatever in cither 


making or withdrawing their investments VALENTINE Company Inc. 


New Invest ts can now be accepted 
~ "ran fone Aanee RICHMOND 9, VIRGINIA, U.S.A. 


Write for free brochure ‘ Safe Investments," Dept. 26 


THE LION BUILDING SOCIETY Doser ts! teasoontil wo or shee ¢ mex dail 
CHISLEHURST, Kent. Phone: IMPerial 2233/4'5 
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Canned strained foods solve 


a mother’s problem 


It is an everyday matter for you to recom- 
mend early mixed feeding for baby, but 
mothers often find it difficult to obtain and 
prepare suitable fresh foods. Heinz Strained 
Foods will solve the problem. 

Heinz are able to buy fruits and vegetables 
direct from farms—not always possible for 
town-dwelling mothers. And the Heinz cook- 
ing and straining equipment conserves the 
maximum amount of goodness in the foods. 

Another point—there are 19 varieties of 
Heinz Strained Foods. These not only have 
the advantage of getting the baby’s palate 
accustomed to different flavours—they also 
make it possible to provide a balanced, 
varied diet at all seasons of the year. 

For a FREE booklet which gives the exact 
nutrient values of all 19 varieties of Heinz 
Strained Foods, please write to Dept. 7Q, 
H. J. Heinz Company Ltd., London, N.W.10 


“HEINZ Strained Foods | 


SOUPS MEAT BROTHS VEGETABLES SWEETS CEREAL 
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NATIVELLE’S DIGITALINE 


Successful Clinical Practice spreading over many years is proof of the trust- 
worthiness of THE ORIGINAL PRODUCT. Standard works on cardiology 
and current medical literature contain numerous references to the unfailing 
reliability and constant activity of NATIVELLE’S DIGITALINE. Literature 
and samples will gladly be forwarded on request. 

Supplied im the following stable forms 
TABLETS (PINK) 0.1 mg.=1/600 gr mg.== 1/240 gr 
AMPOULES for intramuscular and intravenous injection 0.20 mg.=1/300 gr 

Digitaline Tablets now available in dispensing packs of 200 
NATISEDINE NATIROSE DRAGEES 
Tablets of O10 gm. of Dragées of Nitroglycerine 
ethylbarbiturate of quinidine Boxes of 4 
Bottles 20 and 100 tablets 


OUABAINE ARNAUD 

International Standard of Ouabaine kept in Nationa] Institute for Medical 
Research, London. 

ma., 1/24 er a a 

120 gr.-0.50 mg. for intramuscular injection 

240 ar.-0.25 avenous injection 


TABLETS (WHITE) 0.25 


phery 


TABLETS: 2.5 
AMPOULBFS: 1 
1 


AMPOULES 25 me 
Ampoules packed iv 
IODBEMA 
Tab and solution 
All forms of Nativelle’s Digitaline & Ovusbaine Arnaud are 


14-17 WHITE LION ST., LONDON, N.1 


*xempt from Purchase Tax 


19 TEMPLE BAR, DUBLIN 


POST -PYREXIAL CACHEXIA 


St bwel s the ideal body builder and heips to 
ensure on uneventtul convalescence tree trom 
nutrittonel end digestive disturbences 

No other cheese is like St ivel—not only wita 


truly delcrous cheese — it is also the ONLY 


cheese containing Lactobacilh im active torm 


Communications should be addressed to 
The Director, Central Laboratory 
APLIN & BARRETT LIMITED 


Yeovr, Somerset 


Special hospital 
packs available 
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In the severer forms of HYPERTENSION 


RAUWILOID + VERILOID 


RAUWILOID VERILOID is a striking example of drug 


complementation It combines in one tablet 1 mg. of 
Rauwiloid’ brand alkaloid hydrochlorides of Rawwolfia 
erpentina and 3 mg. ‘ Veriloid’, brand alkaloids of Veratrum Bottles of 
wrid. Rauwiloid’, by widening th: margin between the 100 and 500 
effective therapeutic dose of * Veriloid’ and that producing Tablets 
side actions, enables satisfactory hypotensive doses of 

Veriloid to be given to most pat ents. The combination is 


Available in 


ideal for relieving the symptoms of moderate to severe 
hypertension. It is effective, safe, produces a minimum of 
discomfort to the patient and exerts a prolonged ant 
hypertensive action 

“ The addition of ‘Rauwiloid’ makes * Veriloid’ easy to ad- 
minister, more effective and practically does away with 


unpleasant side reactions "* 
Amer. J. Med. (1954) 17: 629 


RAUW D' and ‘VER iD’ are R red Tra Mar Regd. 
RIKER LABORATORIES LIMITED 
LOUGHBOROUGH Leics 
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I§ years of clinical opinion 


supports the use of vaginal tampons 


> 


— 





Why 
an 
applicator ? 


The function of the applicat« w in inserting the t impon at the 
upper end of the vaginal tract is of the greatest importanc: 

It eliminates any handling of the highly-compressed soft 
surgi al cotton, and ensures comfort and steady absorpti n 
The correct position of the internal tampon avoids contact 
with both anal and urethral sources of contamination. 
Tampax tampons are simply and hygienically inserted in 
correct proximity to the cervix by means of a disposable 
‘applicator ’ tube, only 4” diameter. The applicator is an 


integral part of tamponage and, therefore, results in a definite 


improvement in menstrual hygiene 


TAMPAX 


ISSUE BY THE MEDICAL DEPARTMENT , TAMPAX LTI 
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Merck & Co. Inc. research and production 


gave the world its first 


CORTISONE 
and HYDROCORTISONE 


O, this firm foundation, continuing research gives 
steroid formulations of the highest efficiency — and forms 
the basis for further developments. The benefits of 


this long experience are at your disposal 


Details of the Merck-Sharp & Dohme range of steroids 
now produced in Great Britain — will gladly be supplied at 
your request. Merck-Sharp & Dohme are proud to 
introduce all officially approved formulations of these 


steroids for use in general practice. 


MERCK-SHARP & DOHME LTD. 


HODDESDON, HERTS. 
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Is it going to hurt ? 


There are many wounds of all types which require dressing in such a way that the 
delicate epithelium receives the minimum of trauma. Most burns and many of the 
lesser accidents to which children are subject come into this category. In such cases, 
consider the advantages of Jelonet paraffin gauze dressing. This non-adherent dress- 
ing, a Smith & Nephew product, comes to you sterilized for immediate use in your 
surgery. It need exert no more pressure over the damaged part than is absolutely 
necessary ; dressing trauma is prevented, and healing can continue undisturbed 

Jelonet dressings are supplied in tins and in separately-packed single pieces, in 
sealed envelopes, for use in the patient’s home 


JELONET 


PARAFFIN GAUZE DRESSING B.P« 


isa dressing for all wounds—sterile and ready for immediate use 


Jelonet may be prescribed on Form E.C.10 in the following 
sizes :—individual pieces in separate envelopes, in cartons of 12, 
and in tins containing $, 10, and 36 pieces. Each piece 3}* x 3} 
For hospitals and other large users there is a special size tin 
containing a strip 8 yds. long x 3}° wide zig-zag folded. Every 
dressing is sterilised and ready for immediate use 


FULL DETAILS FROM: SMITH & NEPHEW LTD~ WELWYN GARDEN CITY 
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Effective diuretic therapy by oral administration is now made possible by MERCLORAN 
One emplet three times daily, equivalent to 30 mg. mercury, is usually sufficient to keep cardiac 
patients free from oedema. Where more intensive treatment is needed MERCLORAN, 
being well tolerated by the majority of patients}can be taken more often and im increased 
doses. The need for injection is thus frequently eliminated. 


In severe cases, it is often desirable to initiate treatment parenterally, in which case the 
chemically related compound MERCARDAN (meralluride Sodium U.S.P.) is available. 


FROLORAN IN BOTTLES OF 25 AND 250 EMPLETS 
(Enteric coated tablets) 
ano MERCARDAN For PARENTERAL USE 


(CHLORMERODRIN N.N.R 


‘We: 


*-* PARKE,DAVIS ACOMPANY,LTD. (Inc. U.S.A.) HOUNSLOW,MIDDLESEX. Telephone: Hounslow2961 
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The three constituents 

of ‘Franol’ combine to 

give effective symptomatic 

relief in chronic bronchitis 

which is so often given the 
diagnostic label of “asthma and 
bronchitis”. The theophylline and 
ephedrine help to control the cough 
by their antispasmodic action and 
to relax the bronchial musculature 
The ‘Luminal’ brings undisturbed 
rest at night and relieves the feeling 
of tenseness and anxiety which 


often attends these conditions 


PRODUCTS LIMITED NEVALE HOUSE KINGSTON-ON-THAMES SURREY 
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New research on 
Procidets proves 
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effectiveness 

in the treatment 
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Simple, effective contraception 
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Efficacy is greater with Urolucosil—because only 
5% is acetylated and thus deprived of bacteriostatic 
effect; the remaining 95°, is actively present in the 


urmary tract. The dose of Urolucosil need be only 
0.1 to 0.2 G. 4-hourly, the total dosage being 

25 tablets in 5-7 days. The tablet is only 

of 100 mg. strength, yet B. coli 

infections of the urinary tract 


are effectively eliminated 


ACTIVE CONSTITUENT: Sulphamethizole. PACKING: 100 mg. 
tablets in bottles of 25, 250 & 1,000 tablets. Price of 250 tablets 
to themiats ia 21/8, SIV. Poison, P.T. exempt. 


UROLUCOSIILI. 


No Warner preparation has ever been advertised to the public. 
WILLIAM BR. WARNER & Oo. Ltd, Power Read, Leadon, WA 
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Penidural | 


(BENZATHINE PENICILLIN) 


saves time 
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Wyeth 


The word ‘Penidural’ is a registered trade mark 
JOHN WYETH & BROTHER LIMITED 
Clifton House, Euston Road, London, N.W.1 
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This filing box, designed for the 
consulting room desk, containsan 
indexed supply of diet cards for 
16 different conditions. The cards 
are planned to include specimen 
daily menus which facilitate the 
patient’s co-operation and save 
the doctor's time. This is one of 
the services offered free of charge 
to the medical profession by the 
Energen Dietary Service. 


In special cases, clinical considerations often necessitate 
the preparation of a diet which takes into account the in- 
dividual requirements of the patient. On receipt of appro- 
priate information from the practitioner, such diets can 
be specially constructed and sent through the post; or a 
consultation can be arranged with a senior dietitian. 


The Energen Dietary Service is staffed by fully qualified 
dietitians, under close medical supervision. It offers 
independent information and assistance to the medical 
profession in all dietary and nutritional matters. 


Requests for the Diet Card Filing Box, 

or other inquiries should be addressed to 
THE HEAD DIETITIAN, ENERGEN DIETARY SERVICE, 
25A, BRYANSTON SQUARE, LONDON. W.!. 
TELEPHONE : AMBASSADOR 9332 
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new products 


 MEGIMID 


p-ethyl-p -meth ylglutarim Je 


ama 


DAP TAZO1L.E: 


2: 4-diamino-$-phenylihiazole hydrochloride 


Barbhiturate and 


Morphine Antagonists 


Further details and supplies of ** Megimide” and “ Daptazole” 


available to the medical profession on request. 
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NICHOLAS PRODUCTS LABORATORIES LTD. 
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BMEGIMIDPE and DAF, TAZO.L.E 
in Barbiturate Poisoning 
“ MEGIMIDE ” is “a barbiturate antagonist of real clinical worth 
To omit to use it in the treatment of barbiturate poisoning is to run 
the risk of the broncho-pneumonia that is so often fatal in these 
cases.” (Lancet, 1955, i, 181.) 
“ DAPTAZOLE,” itself a weak barbiturate antagonist, enhances the 
action of “ Megimide.” 
“ Megimide ” and “ Daptazole ” administered together intravenously 
ensure safe, quick recovery from barbiturate intoxication without the 
risk of convulsions and secondary depression which often follow the 


use of other central analeptics. 


DAE TAZO1:Z.E 


in Morphine Administration 


“ DAPTAZOLE,” the new morphine antagonist, has recently been 
shown (Brit. Med. J., 1955, i, 1367) to remove the risk of respiratory 
depression associated with high morphine dosage and to make tolerance 
or addiction unlikely. 

** Daptazole ” relieves respiratory depression by increasing the depth 
of respiration, whilst in some cases the vomiting and, in most cases, 


the constipation associated with morphine are also relieved. 


BEG Mi os 
in Barbiturate Anaesthesia 
“ MEGIMIDE ” is of value to lighten or terminate the anaesthesia 


of patients under the influence of barbiturate anaesthetics 
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BUCKINGHAM AVENUE 
Telephone Slouch 22381/5 
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E statable and therapeutically reliable 


the ‘Eskacillin’ range provides the simplest answer whenever liquid oral 
penicillin is indicated— whatever the dosage. Selection is easy—in each case 
the number which follows the name ‘Eskacillin’ equals thousands of 
international units per standard medical teaspoonful’. One word—* Eskacillin’— 


embraces the whole field of liquid oral penicillin therapy. 


Zu mv os ‘ “an 200 
1, 1 f. dr.—3-5 mi. 


AN For cost to N.H.S., see latest M. & F. list sent out Novemer, 1955 


SMITH KLINE & FRENCH INTERNATIONAL CO. 


represented by Menley & James, Limited, Coldharbour Lane, London, S.E.5. Tel: BRixton 785! 
acrss 


* Eskacillin’ is a registered le mark 
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tolerated by patients undergoing long-term 

aspirin therapy in rheumatic conditions; casily 

taken by those who are nauseated by crushed or 
dissolved aspirin, or who cannot swallow tablets, 
Paynocil presents aspirin in its most acceptable form 
Gastroscopic investigation has shown Paynocil to 

be superior to conventional aspirin and compound 
aspirin tablets in that it does not cause inflammatior 


Each tablet contains 
Acetylsalicylic acid 10 grains 


Amuino-acetic acid S grams 


of the gastric mucosa, a constant danger with pro 
& 


4 


longed treatment 
Paynocil tablets are equally suitable for occasiona 
analgesia. They disintegrate rapidly on the tongue and 


Paynocil is supplied in tubes of 
18 tablets and in dispensing 
packs of 240 tablets 


— 


can be taken pleasantly at any time without water 


REFERENCES 
Practitioner, 173: 46. 1954 Brit. Med. J.. 2:7, 1955 
Ibid., Editorial, 2: 31, 1955 
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There’s more to it 


than meets the eye 


It is impossible to envisage, from its glittering peak towering above the 

surface, the real magnitude of an iceberg. 

It is, however, not the one-ninth of it that one sees, but the eight-ninths 

submerged and invisible that constitute its real wonder. 
A Cow & Gate tin in exactly the same way conveys 
little of the vast amount of scientific research and 
painstaking testing always going on behind the 
scenes. One of the reasons why C. & G. is so 
effective in infant feeding is that everything possible 
is done to ensure that the contents of every C. & G. 
tin are as perfect as human ingenuity can make them. 
Cow & Gate is in every meaning of the phrase a 
tested product! 


COW & GATE MILK FOODS 





GUILDFORD SURREY 
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...» for dependable 
conception control 


with the Ortho Diaphragm 





Ortho Pharmaceutical Limited _ High Wycombe . England 
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A New 
ASTHMA 
THERAPY 


V4 
7 





SPEEDY AND LONG LASTING 
ACTION COMBINED 


The “two-phase” therapy provided by ISO-BRONCHISAN sets new 
standards of efficiency in asthma control. Outer laver of the tablets consists 
of Isopropyl-Nor-Adrenaline—a potent bronchodilator well absorbed by the 
sublingual route. When the tablet is placed under the tongue, this laver 
dissolves and symptoms are promptly relieved. Swallowing of the tabiet's 
nucleus presents its content of Ephedrine and Theophylline for slow absorption 
by the alimentary route—so maintaining and prolonging the antispasmodic 


action on the bronchial smooth muscle. 
Bach tablet contains Isopropyl -Nor- Adren- 
aline (Isoprenaline) sulphate gr. 1; Ephedrine 


hydrochior gr. 2/5: heophylline gr. 2. In 
IMMEDIATE RELIEF tubes of 20 tablets and betes of 100 wbiew. 
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en iso - BRONCHISAN 


PROLONGED ACTION 
Prescribable on Form EF C. ro 


Silten Limited + Silten House + Hatfield * Herts England 
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counting sheep is by no means infallible, even 


though a black one may occasionally slip through 





A more certain action combining a high 


degree of safety is now introduced intab 
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sdeary company of Imperial ( kemire tustriee Lemited 


When respiratory infections 
are at their peak remember 


‘SULPHAMEZATHINE’ 


Sulphadimidine BP Trade Mark 


provides an effective first line of attack 


It is particularly useful against pneumonias and upper 
respiratory infections, and can be relied upon to deal 
adequately with the secondary bacterial infections associ 
ated with influenza and the comumon cold 


CHEMICAL (PHARMACEUTICALS) LIMITED, FPULSHAW HALI WILMSLOW MANCHESTER 
Ph. 605 
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and FREEDG 
FROM Sip¢ pe 


SDVCIMOCCCO 


BUSCOPAN 


HYOSCINE-N-BUTYLEROMIDE Regd 


FOR ORAL AND PARENTERAL THERAPY 


ampoules of 0.02 Gm. + tablets of 0.01 Gm 





Manufactured in England by PFIZER CORPORATION as registered user for 
C. H. BOEHRINGER SOHN NGELHEIM AM RHEIN 
Reguered Proprietor: of “Se Trode Mort 
Distributed by PFIZER LIMITED FOLKESTONE 
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Anaemias of Infancy 


ic of Imferon in Nutritional Anaemia o ar and in the 
axis and treatment of Anaemia of Prematuri' : ecently been 


demonstrated 
was obvious rapid clinical imy n mi 3 C as shown 
turn of appetite har spositior f olour, 
oryt 
rise in haemoglobin « the first two wecks after treat- 


ment was al Lar 


o 

Imferon is the most practical and effective means of administering 
iron to infants who do not make progress on oral preparations. The 
increase in haemoglobin concentration is about 20°, in two weceks— 


more than can be achieved w y form or oral therap 


THE INDICATIONS FOR IMFERON IN INFANCY ARI 

§ Nutritional anaemia in infants who do not make progress on oral iron 

2 Nutritional anaemia in infants whose home conditions are poor and 
who would otherwise have to be admitted to hospital 

3 ihe prophylaxis and treatment of anacmia of prematurity 


4 As an alternative in some cases to blood transfusion 


FURTHER INFORMATION IS AVAILABLE ON REQUEST 
Imferon is issued in ampoules of 2m]. (100 mg. Fe) in boxes of 10 and 100 


Imferon a 


IRON-DI RAN COMP 


—_————— A PRODUCT O} BENGER ) LanoraTortes — 


ABORATORIES LIMITED HOLME CHAPEL CHESHIRE 
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New Aluphos tablets offer all the grittiness and pleasantly flavoured 


advantages of Aluphos gel—in con- Each Aluphos tablet is therapeuti 
venient portable form Aluphos ally equivalent to one teaspoonful 
tablets are non-constipating. They of Aluphos gel 

do not interfere with the absorption 

of phosphate or vitamins from the Presentation Packed in boxes 
gut. Aluphos tablets are free from taining 5 rolls of 10 tablets each 


TRADE MARK 


ert 
BENGER LABORATORIES LIMITEEL 


LMES CHAPS 





ANNOUNCEMENTS 








ry j SF i 


“ Precisely, Mr. Baxter . 


that puts the matter in a nutshell 
msulin of the moment . 


One can say that LZ.S. is the 
. . particularly for a new diabetic. The thing 
to remember, gentlemen, is that 1.Z.S. seems to have it both ways, so 


to speak. It gives you a rapid initial response, yet the one injection 


will usually control the blood sugar level adequately for up to 24 hours 
This, as you will find, is a great advantage to your patient 


course, a few patients who benefit more from a modification of 
the standard 1.Z.S. 
different forms of 1.Z.S 


There are, of 


In such cases, you can vary the proportions of the 
in the injection. If you consider that quicker 
initial action is desirable, the patient can use more 1.Z.S. amorphous 
in his syringe, or alternatively, add more 1.Z.S. crystalline to prolong 


the effect of the injection. Any other questions ?” 


LZ.S. A.B. Vials of 10 cc 2 A> 
worms rercs } Cngulin AWB 

1.Z.S. (Amorphous) A.B. Vials e QU 
of 10c.c. 40 units perc.c inc — 6 6 


LZ.S. (Crystalline) A.B. Vials 


weeeaemeee CougspensionAB. 


Joint Licensees and Manufacturer 


ALLEN & HANBURYS LTD THE BRITISH DRUG HOUSES LTD 
LONDON E2 ° LONDON Ni 
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... the virtues of 


LUCOZADE 


It is realised that the doctor judges Lucozade from 
two viewpoints. He agrees with its use in the 
sickroom. He also, personally, finds it a most 
palatable drink. This palatability of Lucozade 
provides a long sought answer toa long standing 
problem accey tability The subtle balance 
between flavour, sparkle and liquid glucose 
content provides nourishment in a form 

acce} table even to the feeblest digestion 
nourishment re tained and assiz ated 

Doctors have been kind enough to te 
us of many conditions which have 
respond d tavourably, qui kly, t 
Lucozade. Bedside lockers bear 

testimony to the conhdence 
inspires. And many doctors 

have discovered for then 
selves the virtues of a 

glass of Lucozade 
when they return afte r 


a hard round of work 


LUCOZADE 


the sparkling glucose drink 


REPLACES OST ENERGY 
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*‘WYOVIN’ 


ATROPINE-LIKE ACTION WITHOUT MYDRIATIC 


OR SALIVARY SIDE EFFECTS 


TO CONTROL HYPERMOTILITY AND PAIN 


in peptic ulcer 


The use of atropine or belladonna to quicten gastric movements 
and “hunger pain” in the treatment of peptic ulcer has hitherto been 
complicated by blurring of vision and dryness of the mouth. 
‘“WYOVIN’, the new Synthetic anti-spasmodic, exhibits the smooth 
muscle relaxant effects of atr»pine to the full, without visual 


or oral disturbance 








10 mea. tablets availabie in 
bottles of 50 and 250 


*WYOVIN’ 


Trade Mark 


DICYCLOMINE HYDROCHLOSIDE 


John Wyeth & Brother Limited, 
Clifton House, Easton Road, London, N.Wd 
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Threshold for ‘stress’ 


Among the postulated stress-producing 
factors, emotional and physical strain 
take an important place and may provoke 
a state of systemic stress with protean 
manifestations on every body tissue. The 
incidence of such stress disorders has 
recently been rated as high as 15% 

in rural and 25% in urban practice.’ 


in the treatmeni of stress disorders, no Sanatogen is a protein- 
one disputes the fundamental importance glycerophosphate complex ; 95% 
of simple psychotherapy which the casein rich in essential amino-acids ; 
family doctor is so well placed to dispense ; 5°, sodium glycerophosphate, 
yet he, himself, generally recognises yielding most readily assimilable 
the need for a more material adjunct, a phosphorus. Its high nutrient 
tonic and restorative which will assist and res:orative effects on the 
the nervous system as well as the organism entire nervous system can be 
as a whole. Sanatogen is an active recommended with assurance 
nutrient tonic, and the choice of many whenever a tonic is indicated, 
physicians in such circumstances. whether in general or 
mental asthenia, or in any 
condition of stress. 


1 Practitioner (1954). Vol. 172, p. 183 


Sanatogen 


THE HIGH PROTEIN TONIC 


The word ‘Sanatogen’ is a registered trade mark of Genatosan Limited, Loughborough, Leics 
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Elastoplast Bandaging Technique 


in the treatment of 
Fractures 


In certain types of fracture it may be impossible or unnecessary 
to obtain fixation by plaster of Paris splinting. Such fractures 
can often receive adequate support and immobilisation by the 


application of Elastoplast. 


FRACTURED RIBS 


Pain produced by respiratory 
movement may be relieved by 
applying long strips of Elastoplast 
well over and beyond the site of 
the fracture. Moderate tension 
should be used and the application 
carried out with the chest held 





in the position of expiration. 


Other similar uses 


FRACTURED CLAVICLE prevention of overriding of fragments resulting 
from weight of limb and muscle action. 


FRACTURED PATELLA pending operation, the fragments are prevented 
from becoming widely separated. 


FRACTURED MANDIBLE for external support after reduction of 
fracture-dislocation. 


Elastoplast clastic adhesive bandages (Porous) B.P.c. are prescribablie 
on Form £.c.10. 


FULL DETAILS FROM SMITH & NEPHEW LTD - WELWYN GARDEN CITY + HERTS 
a = 


Sets 
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Convalescence cannot be rushed, but the gentle 


assistance of a reputable tonic smooths the wearisome passage from the 


exhaustion of illness back to health. ‘Neuro Phosphates’ (‘ Eskay’ 


has long enjoyed the confidence of both doctors and their patients. 


The formula is adequate; the presentation faultless. 


‘Neuro Phosphates’ 


Formula: Each adult dose contains Calcium 
glycerophosphate 130 mg. Sodium glycerophos- 
phate 130 mg. Strychnine glvcerophosphate 1 mg 


Dosage: Adults: 2 teaspoonfuls in 
water 3 times daily, preferably before 
meals. Children: according to age 


Issued in 8 fi. oz. (227 mil.) bottles 


For cost to N.H.S., se laces M. & 7. list sent out November, 1955 


SMITH KLINE & FRENCH INTERNATIONAL CO. 


represented by Meniey & James, Limited, Coldharbour Lane, London, SEs Telephone: BRIixton 7851 
< 
Neuro Phosphates’ & ‘ Exhay’ are trade mark Samples on regurcst 


NPI23° Obtamable m the Republic of Ireland 
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THE TREATMENT OF 


PEPTIC ULCER 


WITH “ROTER” TABLETS 


ne ee 


Extract from the British Medical Journal, Ist October, 1955, p. 827 





The immediate clinical results were assessed after the first month's 
treatment in four main groups: (A) pronounced relief (symptom 
free): (B) definite relief (minor symptoms with no pain); (C) 
doubtful relief (symptoms persisting but improved); (D) no 
relief 

81° of cases became symptom free—70°, of them during 
the first week and 30% during the second week; a further 9% 
were relieved of the majority of their symptoms. Thus there was a 
satisfactory response in 90°, of cases 


Four of the nine cases in groups C and D have elected to go to 
surgery, and one of the remaining cases has a hiatus hernia as well 
as a duodenal ulcer. Experience of treating these * failures’ over 
the past six years leads one to believe that no form of medical 
treatment will be effective and that surgery is the only hope of 
relieving their symptonts. In 75°, of the cases the patients were 
of the opinion that the tablets were superior to alkaline powders, 
and they found that they were able to take foods which they had 
avoided for years 


The treatment is ideal for general practice, where its simplicity 
appeals to both patient and doctor, and, although its mode of 
action remains an unsolved problem, this should not deter its use 
in a condition the cause of which remains a riddle. Finally, while 
the possibility of toxic effects does arise, none have been reported 
or found in this series; but, as a precaution, the tablets should not 
be administered to young children.” 


Roter"’ tablets are prescribed on N.H_S They are not advertised to the public 
Packings: Tins af 40, 120, 640; and dispensing size, 720 (P.T. Exempt) 


Samples and literature on request 


F.ALR. LABORATORIES LIMITED, HEATH ROAD, TWICKENHAM, MIDDLESEX 
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PREGNANCY: meeting the inevitable iron deficiency 


Progressive inroads are made on the 
maternal iron stores during pregnancy. 
The demand made is greatly increased 
during the third trimester, and there is 
little doubt that the exposition of a 
suitable form of iron 1s of definite 
clinical value. FERROMYN mects these 
important demands because it affords 
maximum bivalent iron from a mini- 
mum of ferrous salt, does not cause 
alimentary upset, has a high utilisation 
factor and will maintain a satisfactory 
haemoglobin level throughout term. 


FERROMYN is supplied in four forms: FERROMYN 
TABLETS Each tablet contains : Ferrous Succinate 
150 mem. ELIXIR FERROMYWN Each tcaspoonfu! 
contains : Ferrous Succinate 150 mgm. FERROMYN 
*‘B’ TABLETS Each tablet contains: Ferrous Succin- 
ate 150 mgm. Aneurine Hydrochloride 1 mem 
Riboflavin I mgm. Nicotinamide 10 mgm 

ELIXIR FERROMY N ‘B’ 

Each teaspoonful contains : 

Ferrous Succinate 150 mgm 

Aneurine Hydrochloride wt i FE R <e) MYN 
mgm. Ribofiavin 

Nicotinamide 10 Aid 


CALMIC LIMITED, CREWE. Phone Crewe 3251-5 LONDON: 2 Mansfield St., W.1. Phone LANgham 8038-9 





. - - leadership in oral-tron therapy 
F2 










December is the month of festivity and frostbite, good cheer 
and chilblains—the month when the gastro-intestinal tract 
is overburdened and the respiratory tract vulnerable to 
coughs and colds and their many complications. 


There is consolation however, in the firm knowledge that 
some modern drugs can be relied upon to bring prompt relief 
and will give predictable results. Many of the respiratory tract 
infections respond safely and surely to the broad-spectrum 
antibiotic Terramycin. Described as ‘the drug of choice’ for 
atypical pneumonia and proved assuredly effective against 
bacterial pneumonia, pharyngitis and bronchitis, Terramycin 
is certainly invaluable during the winter months. 


Even the symptoms of the common cold can now be alleviated 
with some certainty. Tyzanol, a nasal decongestant which 
really works, brings almost instantaneous relicf which 
genuinely lasts for hours. Equally effective is Toclase 
(T-O-C-L-A-S-E) Cough Syrup which undoubtedly eliminates 
unproductive cough and moderates purposeful cough. 
















in respiratory 
infections 


i 


Ina series of cases which included bronchiectasis and other chronic 
_ bronchial infections . . . “the action of Terramycin was shown 

to be appreciably superior to that of the other antibiotics” 

SCHWEIZ MED. WCHNSCHR., 81: 1 (JAN 6) 1951. 


Pfizer WORLD'S LARGEST PRODUCER OF ANTIBIOTICS 





lighting 

a new 

SAFE course 
in common 
skin 
disorders 


TOPICAL OINTMENT 


the most important 


anti-inflammatory corticoid 
@ EFFECTIVE TOPICALLY 

@ NON-SENSITIZING 

@ NO SYSTEMIC EFFECTS 


@ NEW WATER MISCIBLE BASE 


constitutes the simplest, cleanest 
and most rapidly effective of all 
topical measures we have employed 


Amer. J. Dis. Child., O7: 298, 1954 
Cortril 


WORLD'S LARGEST PRODUCER OF ANTIBIOTICS 
PFIZER LTD - POLKESTONE 


* Regd. Trade Mark 





for nasal 
decongestion 


a new and 
unique formula 


brand of tetrahydrozoline hydrochioride 


(2+ 1 ,2,3,4,-cetrahydro-!-naphthy!) imidazoline hydrochloride 


Look to Tyzanol for nasal decongestion. Provides 
nasal patency in minutes for HOURS without 
taste or odour, sting or rebound congestion. 


Tyzanol 5: « chemically and 
nasal decongestant. Among 203 patients gi 
7 ™ 4 NOL relief was rapid and prolonged, 
rebound congestion or other local or systemic side 
effects were not observed, and a gratifying 
experience was reported in 99.5 per cent of cases. 
New York State J. Mad., GB: 812, 1955 
o , , 
Tyzanol is available in a spray pack containing 15 mil. of an 


0.1 per cent aqueous solution and also in a 10 mil. bottle with dropper. 


WORLD'S LARGEST PRODUCER OF ANTIBIOTICS 
PFIZER LTD - POLKESTONE - KENT 


* Reed rade Mark 
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The key 


to successful 


pept ic uleer 


treatment 


NULACIN effectively controls gastric acidity. The value of Nulacin in the treatment of 
peptic ulcer and the prevention of relapse has been confirmed by clinical studies in Great 
Britain, Australia, the U.S.A. and India. Nulacin tablets are palatable and convenient 


oeee_2_¢ 2 mw of ob ob awd of 2} oe 3d 
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ANALYSIS Same patients as in 
f . showing the striking 
ucking Nulacin tablets (3 


« return of acidity when 
tinued 


HORLICKS LIMITED 
} Pharmaceutical Division 
Slough, Bucks. 


INDICATIONS 
NULACIN tablets are indicated whenever neutralization 
of the gastric contents is required: im active and quiescent 
peptic ulcer, gastrites, gastric hyperacidity 

Beginning half-an-hour after food, a NULACIN 
tablet should be placed in the mouth and allowed to 
dissolve slowly. During the stage of ulcer activity, up to 
three tablets an hour may be required. For follow-up 
treatment, the suggested dosage is one or two tablets 
between meals 

NULACIN tablets are not advertised to the public 
have no B.P. equivalent and may be prescribed on E.C.10 
The dispensing pack of 25 tablets is free of Purchase Tax 
(Price to pharmacists is 2/-.) Also available in tubes of 12 

NULACIN tablets are prepared from whole milk com 
bined with dextrins and maltose, and incorporate 
Magnesium Trisilicate 3.5 grs.; Magnesium Oxide 2.0 
grs.: Calcium Carbonate 2.0 grs.; Magnesium Carbonate 
0.5 grs.; Ol. Menth. Pip. q.s 
NULACIN is evailable throughout the British Common 
wealth, in the U.S.A., and many other countries. It is known 
as NULACTIN in Canada and Sweden. 
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DIFFERING FROM TAB. CODEIN, CO. B.P. 


(iodis @ contains 


soluble aspirin 





COMBINED WITH CODEINE PHOSPHATE AND PHENACETIN 


SOLUBLE ASPIRIN is now widely 
preferred to ordinary aspirin for 
general prescription. “Codis” is a 
codeine compound tablet of high 
quality that takes this important 
development into account. 

The aspirin in Codis provides 
soluble calcium aspirin, which is 
formed immediately the tablet is 
dissolved in water. This calcium 


aspirin will be more rapidly absorbed 
by the patient and is far less likely 
irritation. 

dissolution 


to cause gastri 

Because of the ready 
and dispersion of the tablets, Codis 
will be found ‘ onsiderably easier to 
administer. Codis is thus suitable 
for prescription in all those cases 
which call for a codeine compound 
tablet. 








Each Codis tablet contains 
B.P. 4 gr., Phenacet. B.P. 4 gr.. 
B.P. 0-125 gr., Cale. Car! 
B.P. (Exsic.) 0-4 gr. 
Codis ( Regd. )is not advert 

FOR PRESCRIPTION. Cocis is avai a 

gold foils of 6 tablets each. 

PUBLIC SIZE. Pack of 20 tablets in foil, 2/8 in 


RECEITT & COLMAN LTD... HULL & LONDON (PHAR MACEL 


COMPOSITION 
Acid Acetylsalicyl 
Codein. Ph sph 


B.P. 1-2 gr., Acid. Cit 
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LIL-LETS 


the new vaginal tampon 
without applicator 


A tampon which has been successfully marketed on the Continent 


during the last five years has now become widely accepted in this 


country under the name LIL-LETS. 


Following extensive clinical trials, 


LIL-LETS have won the 


support of leading gynecological opinion. Samples will gladly be 


sent to medical practitioners on request. 


LIL-LETS have these main advantages: 


LIL-LETS need no applicator. By 
inserting the tampon with the fingers, 
the risk of bruising is eliminated. 

LIL-LETS assist personal hygiene. At 
1/6 for 10 they are so much cheaper than 
other leading tampons that women will 
be encouraged to change them often 
They are easily carried about and easily 


disposed of 


LIL-LETS are highly absorbent. They 


absorb almost ten times their own 


weight in moisture and swell sideways, 
not lengthways They are, therefore, 
really safe 

LIL-LETS are individually wrapped. 
Each tampon is sealed in a transparent 
cover. There is no risk of soiling or 


infection when it is carried loose 


LILWETS 


&A NE€EPHEW LTD 


GARDEN Cl 
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Relieving 
the bronchial tree 
in asthma 


* A&A SMAC’ TABLETS are formularized to 
provide symptomatic relief of the bronchial 

tree both during actual dyspnocic attacks of 

bronchial asthma, and during remissions. 


‘Asmac’” Tablets combine in a single prescription 
‘official’ drugs recognized for their reliability to 
effect mental sedation, decongestion, expectora- 
tion and bronchodilation. 


PACKS AND COST TO PHARMACISTS 
Standard Tube of 20: 3/-. 
Dispensing Bottles: 100, 12/-; 500, 52/6; 
1,000, 102/6. 


A. WANDER LIMITED, 
42 Upper Grosvenor Street, 
Grosvenor Square, London W.! 
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Formula (each Tablet):- 


Aliobarbitone B_P.C - 0.03 g (0.46 grain) 

Liquid extract of Ipecacuanha B.P 0.02 mi. (0.34 minim) 

Ephedrine Hydrochloride B.P 0.015 g (0.23 grain) 

Caffeine 3P. .. -_ : - . O1g (1 $4 grains) 

Theophylline with Ethylenediamine BP O.1S¢ (2.31 grains) 
Pi, Si, S4. Permissible on N.H.S. scripts 
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AGAINST 
MALNUTRITION 


*"VIMALTOL,” a delicious, nourishing 
vitamin preparation, has achieved wide " 
popularity as a supplementary food item 
against malnutrition in infants, children 

and adults. It can be used with advantage 
whenever nutritional levels are unsatis- 
factory. It can also be usefully empioyed 
when vitamin intake is insufficient, for 
example, due to distaste for natural 
vitamin-bearing fruits and other foods. 


*Vimaltol’ is a quality product from 
the ‘Ovaltine’ Research Laboratories. Its 
balanced formula, which includes special 
malt extract, high vitamin potency yeast, 
halibut liver oil and iron, has been de- 
veloped in the light of recent findings of 
dietetic science. ‘Vimaltol’ actively assists 
in growth and development and helps to 
raise resistance against the onset of in- 
fection. 


For these reasons, it is widely prescribed 
for the young because of their higher 
metabolic requirement. It is highly 
palatable, readily assimilable and quickly 


 -VEIMALTOL 


For Infants, Children and Adults 
* 


Each ontains: 1420 iu. of Vite Clinical samples on physicians 
ach ounce ¢ " ; ‘ 
min A, 710 iu. of Vitamin D, 0.35 " : request to the Medical Departmen 
of \ttamen B,. 0.2 mg of \ittamin B, AND IMITED 
(hiboflavin), 28 mg. of Nieain (PP. A WA DER L yh 
Vitamin) and 3.3 mg of lron in a readily ~ sii 42 Upper Grosvenor Street, 
nea ame Grosvenor Square, Leadon W.1 


Se 
A Product of the ‘Ovaltine’ Research Laboratories. M.377 
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cold comfort” 


King John 











The “ cold comfort” of our days /i 
is * Vasylox’, which rapidly 

relieves nasal congestion in 

the common cold, hay fever and 


similar complaints. Gentle, 





prompt and lasting in action, it 
does not stimulate the centra! 
nervous system. It is pleasant to 
use and so safe that children and 
infants may use it. * Vasylox ° is 


issued in bottles of } fl. oz., 





each with a separate dropper 


‘Vasylox’. 


SOLUTION OF 
METHOXAMINE HYDROCHLORIDE 


bal BURROUGHS WELLCOME & CO. (The Wellcome Foundation Led.) LONDON 
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DY PLICUPY 


‘Edrisal’ 


THE DUAL-ACTION ANALGESIC 


is an unsportsmanlike preparation that combats 

pain in a thoroughly unscrupulous manner. While 
seeming to play fair by presenting a front of 

reputable analgesics, aspirin and phenacetin, 

* Edrisal’ kicks the feet from under pain with the 
antidepressant ‘ Benzedrine * 

* Edrisal" is of particular value in ‘ rheumatic’ pains, which 
frequently have their origin in emotional! disturbances 

The dose is 2 tablets every 3 hours (more than 6 to 8 


will not normally be required in one day.) 


Each * Edrisal’ Tablet contains 


—> >.¢ 


Amphetamine (* Benzedrine’) sulphate - 2-5 mg 
Acetyisalicylic acid - 160 mg 


Phenacetin - 160 mg 


For cost te N.HS., see lotest M. & J. list sent out November, 1955 


Ae SMITH KLINE & FRENCH INTERNATIONAL CO. 


represented by 
Menley & james, Limited, Coldharbour Lane, London, $.£.5 Tel: BRixton 785! 


ESP93* Benzedrine’ and * Fdrisal’ are registered trade 


wn 





THE PRACTITIONER 


LXXVIII 
———E——z_{_{__—>—=>E_—_—_—_——EEoeeee 











FOR HARMFUL COUGH 


prescribe a new cough specific 


‘“ROMILAR’ 


TRADE MARK BRAND 


Antitussive action equal to that of codein 
No sedative action 
No analgesic action 


No addictive action 


a discovery by 
ROCHE 


which may be prescribed for all 


ROMII AR ; is a true sp cu 
types of harmful cough 


*‘ROMILAR’ (+)-3-methoxy-N methylmorphinan hvdrobromids 


is presented as a palatable syrup ; bottles of 100 c.c. and g00 c.« 


ROCHE PRODUCTS LIMITED MANCHESTER SQUARE LONDON, W.! 
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THE MONTH 


‘RESPIRATORY infections’, the subject of our symposium this month, repre- 
sent the bulk of the work of general practitioners during the winter months 
These hardy annuals of medicine have not escaped the 
The impact of recent advances. This is well exemplified in the 
Symposium reorientation in our views on the diagnosis of the pneumonias 
which is discussed by Dr. John Naish. Closely related with 
this is the problem of ‘virus pneumonia’, the facile diagnosis of which has 
led to much confusion of clinical practice, as Dr. Brian Taylor points out 
in his contribution to the symposium. Of equal importance is the emergence 
of acute laryngo-tracheo-bronchitis as one of the important emergencies of 
pediatrics. Dr. H. J. W. Fisher's article on this subject summarizes the 
essential features of this disease and should prove. of practical value to the 
practitioner who may encounter only one or two such cases in the course of 
any one winter. Respiratory infections, however, have not changed in 
essentials, and the problems of chronic bronchitis, pleurisy, and respiratory 
disorders in infants, which are discussed by Dr. Ernest Lloyd, Dr. J. G 
Scadding and Dr. Ronald Mac Keith respectively, still constitute a great 
part of the clinical problems presenting to the practitioner during the dark 
and dreary days of a British winter 


Tue third annual report of the College of General Practitioners, which 
we publish as a supplement to this issue, is a notable contribution towards 
the re-establishment of general practice as the basis of all 

The College sound medical practice. For various reasons, many of which 
of General are better forgotten, the political progenitors of the 
Practitioners National Health Service were ill-advised as to the relative 
importance of specialists and family doctors in an efficient 

Service. The results were wellnigh disastrous, so far as the health of the 
nation was concerned. The hard facts of life, however, are at last penetrating 
the inner sanctums of Savile Row, and there are good grounds for believing 
that those in authority now appreciate (or, at least, are beginning to appreci- 
ate) that the only way to maintain and enhance the health of the nation is 
through the family doctors of the country. It is they, often in collaboration 
with medical officers of health, who can detect disease in its early stages 
when it can so often be controlled by simple methods and simple drugs. 
The day may yet come when those in authority will realize that the efficiency 
of a national health service is in inverse proportion to the size of its hospitals, 
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If this ideal is to be attained, however, it is essential that the standards ot 
general practice should be under constant scrutiny, and it is here that the 
new College can play, and is playing, such an important part. In its early 
years the College has rightly concentrated upon three aspects of the problem: 
undergraduate and postgraduate education, and research. The medical 
schools must realize that the majority of their students are prospective 
general practitioners and modify the curriculum accordingly. The general 
practitioners, on their part, must realize that they cannot maintain an 
adequate standard of work unless they keep in touch with current advances 
by participating in postgraduate education. It is not every practitioner 
who will wish to participate in organized research, but for many the oppor- 
tunity for such investigations will add to the interest in, and the satisfaction 
to be derived from, the practice of medicine. In its formative years the 
College has done much to show how these fundamental problems can be 
tackled. It is now for its sister-colleges and the medical schools to provide 
every assistance towards the realization of these carefully prepared plans. 


APPROXIMATELY two-thirds of the medical schools in the United States now 
devote some part of their curriculum to the training of their undergraduates 

in general practice. One of the most fully developed of these 
The Student schemes is that at the University of Tennessee, which has 
and General recently been described by Dr. R. A. Davison (7. Amer. 

Practice med. Ass., 1955, 1§9, 235). The scheme began in 1951, when 

the University approved the addition of a general-practice 
clinic to the outpatient teaching curriculum. Attendance at the clinic is 
compulsory for all students during the last two quarters of their senior year 
The clinic, which is staffed entirely by general practitioners, is organized 
and equipped as a complete and self-contained unit and supplies all the 
facilities which might be expected in a doctor’s surgery. Separate examina- 
tion rooms are provided so that the student can examine the patient in 
complete privacy. Patients are given an appointment to return to the same 
student for follow-up care. 

It soon became obvious that no course of instruction in general practice 
could be successful unless the students could attend the patients in their own 
homes. In 1952, therefore, a family care programme was instituted. In Dr. 
Davison’s words, the programme ‘was designed to permit the student to see, 
live, and practise family medicine by assigning him a family for the last 
twelve months of his school curriculum’. The student is supplied with a 
medical bag for house calls, and the general-practice clinic serves as his 
‘private office’ from 4 to 10 p.m. In this way the student functions as the 
family doctor. He makes his own appointments to see his patients in their 
home or in his ‘office’ ; he carries out whatever examination and investigations 
are necessary, and he arranges admission to hospital when this is required. 
While his patients are in hospital he follows their course there. Every 
effort is made not to destroy the doctor-patient relationship which the 
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student soon establishes, and Dr. Davison gives interesting examples of how 
effective this relationship becomes. Above all, ‘the student comes to recog 
nize the qualified general practitioner as a member of the profession, 
respected by his medical school as one qualified to teach and hold faculty 
appointments along with his specialist colleagues. He begins to view general 
practice as another field of medicine, honourable and worthy for his 


selection’ 


IN our attempts to ensure that infants and young children receive an 
adequate amount of vitamin D are we running a risk of overprescribing 
this vitamin to an extent that may produce toxic effects? 
Too Much Such a possibility is certainly suggested by a recent report 
Vitamin D? from Salford (W. T. C. Berry et al.: Monthly Bull. Minist 
Hith (Lond.), 1955, 14, 162). Two groups of children, aged 
1 to 2 years, were compared. One, consisting of 37 children, had had little 
or no cod-liver oil (or proprietary substitute) in their lives. In the case of 
ten of these children the intake of vitamin D ranged from practically none 
to about 300 I.U. daily, whilst in the remainder it was judged to be about 
700 1.U. daily—mainly owing to the consumption of fortified dried milk 
and baby cereals. During the second year of life intake fell to an estimated 
level of about 25 I.U. daily. The other group, which acted as a control, con 
sisted of 50 children in a day nursery who had received cod-liver oil supple- 
ments of around 450 I.U. daily. Despite their low intakes, none of the 
children in the first group showed evidence of hypovitaminosis D. ‘The only 
difference between the two groups was that growth and general condition 
were less satisfactory in the first group, and this was considered to be due to 
neglect rather than to a specific deficiency of vitamin D 
One of the most disconcerting features of this investigation is that it is 
estimated that the intake of some of these children at the age of six months 
would have been around 2,300 I.U. of vitamin D had they been taking the 
recommended cod-liver oil supplement. ‘The minimum level of vitamin D 
at which toxic symptoms occur is said to be just under 2000 I1.U. daily 
Here, as in more than one other branch of nutrition, the professional 
nutritionalists are of little use to the clinician. ‘Thus, the B.M.A. recom- 
mended allowance of vitamin D for the first year of life is 800 1.U., whilst 
that of the National Research Council of the United States is 400 units daily 
In the second year of life both these authorities recomrnend 400 units daily 
It is clearly time that clinical pediatricians gave some attention to this 
problem. The so-called “Welfare State’ is quite expensive enough a luxury 
without the country’s money being wasted on the free supply of vitamins 
which are not only unnecessary, but may even be harmful to the rising 
generation. As the authors of this report cautiously comment: ‘Whilst 
most children may be able to ingest large amounts of calcium and vitamin D 
with impunity, in a few too great a tax may be put upon their capacity for 


adjustment’ 
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AMPLE confirmation that suicide is as much a social problem as a medical 
problem is provided in Dr. Peter Sainsbury's fascinating review of ‘Suicide 
in London’, which has just been published as the first of a 

Felo-de-se series of monographs to be issued by the Institute of 

Psychiatry under the title of Maudsley Monographs (Chap- 
man & Hall, price 15s.). His analysis of the incidence of suicide in London 
boroughs clearly shows that ‘high mobility and social isolation preclude a 
stable social framework by which the individual may orientate himself, so 
that he pursues an anonymous and aimless existence, devoid of meaning, 
which induces an ennui culminating in suicide’. Thus, suicide rates were 
highest in the West End and North-west London where ‘both class and 
spatial mobility are highest, small flat and boarding-house accommodation 
preponderates, shared mores are absent and relationships are abnormal’ 
Conversely, ‘suicide rates were low in the peripheral southern boroughs 
where family life and stability prevail, and in many of the working-class 
districts where residents are locally born and where life is more neighbourly’. 
Numbers of suicides were more marked in the most mobile areas (e.g. 
adjoining the railway termini in the Borough of St. Pancras and in Blooms- 
bury). The importance of social isolation was further exemplified by the 
high incidence of suicides among the aged, the unemployed, the divorced, 
and immigrants. 

‘These findings corroborate those of previous investigations: for instance, 
the low incidence of suicide among clergymen, railway workers and coal- 
miners. As Sainsbury points out, ‘the parson has his immutable convictions 
and beliefs, and a rubric for all contingencies: the railway worker and coal- 
miner have a settled role in a fixed scheme and a sense of group solidarity’ 
To this latter factor he attributes ‘the astonishing fact that at the height 
of the 1931 depression in England this afflicted occupation had one of the 
very lowest suicide rates’. These findings are similar to those in the 
United States, and Sainsbury reports how in Chicago ‘the desperate 
authorities demolished a bridge, adjoining a “rooming house’’ district, so 
regularly was it used for the purpose through which it acquired its name 
“Suicide Bridge” ’ 


THe Ministry of Health and the Department of Health for Scotland have 
announced that cortisone and hydrocortisone will be freely available for 
prescription by the medical profession in this country from 
Cortisone December 5. Corticotrophin (ACTH) and certain steroid sub- 
stances, such as prednisone and prednisolone, however, will 
still be in short supply and, for the time being, will continue to be supplied 
only through hospitals. The timely planning of our symposium on ‘Cortisone 
and corticotrophin’ last month will have given practitioners ample oppor- 
tunity of studying the indications and contraindications for the use of 
cortisone and hydrocortisone, as well as the choice of preparation, dosage 
and duration of treatment. 





THE CARE AND TREATMENT OF 
THE CHRONIC BRONCHITIC 


By W. ERNEST LLOYD, M.D., F.R.C.P. 
Senior Physician, Westminster Hospital; Physician, Brompton Hospital 


; ; . 
Or the chronic diseases in middle and old age, one of the most common and 


disabling is chronic bronchitis, In the past, the study of this disease has 
been neglected. Within recent years, however, the subject has received 
increasing attention and a large amount of research work is being done into 
the many aspects of the disease. These studies have resulted in a better 
understanding of the varied factors which play a part in the etiology and 
natural history of chronic brorchitis. The application of this knowledge 
should lead to more effective treacment and justifies an attitude of encourage- 


ment and optimism when the chronic bronchitic seeks advice. 


ETIOLOGY 

Although the most important factor in the etiology of chronic bronchitis is 
infection, other factors are important and as these vary in different patients 
the treatment of any patient becomes an individual problem. Before planning 
treatment, a careful history should be taken with the object of ascertaining 
how the condition developed, what aggravating factors may still be present 
and how much disability the condition has already caused 

The onset of bronchitis is insidious with more frequent winter ‘colds’ 
than the average. These colds do not clear up easily and tend to leave a 
cough which persists until the warm weather. A patient often attributes 
these symptoms to ‘catarrh’, a condition which, to the lay mind, is one which 
one must almost expect and is therefore not regarded seriously. Investiga- 
tion at this stage might reveal evidence of sinusitis which undoubtedly 
predisposes to bronchitis. Other patients diagnose their cough as being due 
to smoking. There is no doubt that inhaling tobacco smoke is an irritant to 
the bronchial mucosa and must therefore be regarded as an aggravating 
factor in the causation of chronic bronchitis. Medical advice is often post- 
poned until a more severe respiratory infection develops, or an influenzal 
attack, when examination of the chest reveals evidence of bronchitis. It is 
most important that the tendency to develop bronchitis should be recognized 
as early as possible as much may be done in such patients to prevent the 
condition becoming chronic. Other patients do not seek advice until short- 
ness of breath has become noticeable and not even then unless there is 
interference with the patient's daily routine and capacity for work. 

Chronic bronchitis is always accompanied by emphysema and the latter 
gradually diminishes respiratory efficiency until the patient becomes short 
of breath on even the slightest exertion. The disability caused by advanced 
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bronchitis and emphysema is one of the-most crippling which any patient 
may have to contend with, and this not only applies to the later age-groups 
but is not uncommon between 35 and 50 when the economic effects of the 
condition are most serious. It is of interest to note that many of these 
patients have led active lives in their earlier days and have often excelled 
at competitive sports, and that the curtailment of physical exercise in such 
patients is an added anxiety. 

Once the tendency to bronchitis has become established, factors 
aggravating the condition must be considered and of these occupation is 
probably the most important. People whose work entails much exposure to 
dust are prone to develop bronchitis and hence the high incidence in dusty 
occupations. Others liable to bronchitis are those who are obliged to work 
in the open air, especially in towns, such as men employed in the building 
trades. The vagaries of our climate in the winter months with so much rain, 
cold winds and fog are a great trial to healthy chests, but once a tendency 
to bronchitis has developed a further and serious burden is added by bad 
climatic conditions. 

As life becomes more sedentary for the chronic bronchitic, another factor 
tends to aggravate the condition, namely increase of weight. Not all bron- 
chitics are obese but a large percentage are well above average weight and 
this still further increases dyspneea on exertion. 

Although all these factors are important in the etiology of bronchitis, the 
problem remains as to why some develop the condition whereas others 
exposed to the same adverse factors do not. The precise etiology is still 
obscure. A family history of bronchitis is a common finding and therefore 
some constitutional factor must be present so that some chests do not ‘stand 
up’ to the normal wear and tear of life, especially in town dwellers. 


CLINICAL INVESTIGATION 
Before considering the care of the chronic bronchitic, a short account of the 
physical condition and the investigation of the patient is advisable. As the 
history is being taken, some facts will be noted: e.g. the colour of the patient, 
and in some cases cyanosis is marked. The breathing may be wheezy and 
the exertion of getting ready to be examined may have caused dyspneea. 
The weight should be recorded and any recent change noted. The fingers 
should be examined for evidence of clubbing. The physical signs in the 
chest will depend upon the degree of bronchitis, the presence of broncho- 
spasm and also upon the extent of emphysema which is always present in 
long-standing cases. This may have altered the shape of the chest so that it 
has become barrel shaped. Light percussion will produce a resonant note 
and the normal areas of cardiac and hepatic dullness may be much 
diminished or even absent. The lung bases of a chronic bronchitic are 
rarely free of rales and, with an exacerbation of the bronchitis, rales of 
various kinds become more generalized. Some degree of bronchospasm is 
usually present, producing sibili, rhonchi, prolonged expiration, and the 
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term asthmatic bronchitis is often given to such a condition. The pulse 
rate should be noted and also the blood pressure. X-ray examination is part 
of the routine investigation and should include screening which reveals the 
marked limitation of diaphragmatic movements. The radiological appear- 
ances of chronic bronchitis are not very characteristic. The lung markings 
may be heavier than normal at the bases, but when emphysema is marked 
the normal lung striations are less obvious and emphysematous bulla may 
be observed. The heart shadow varies—usually it is enlarged but in a small 
percentage of cases a strikingly small heart shadow is seen. 

The importance of routine x-ray examination is not so much for the help 
which it gives in confirming chronic bronchitis and emphysema as in 
excluding other chest diseases which may be present and especially tubercu- 
losis. There is no doubt that many cases of senile tuberculosis have been 
overlooked in the past as the clinical picture was that of bronchitis and the 
more serious condition was unsuspected. 

The investigation of the patient should always include an examination of 
the upper respiratory tract with special reference to the condition of the 
sinuses. The sputum must be fully investigated both as regards its character 
and quantity. Usually it is mucoid but it becomes purulent during an 
exacerbation of the bronchitis such as may follow a ‘cold’. A frank 
hemoptysis is not common but may occur if bronchiectasis is present 
Streaking of the sputum or occasional flecks of blood are not uncommon 
An attempt should be made to estimate the amount of sputum expectorated 
daily; this varies considerably from a few to many ounces. When sputum is 
scanty it is often viscid and is not easily coughed up. The bacteriology of 
the sputum should be fully investigated. The organisms most commonly 
found are hemolytic and non-hemolytic streptococci, pneumococci, 
N. catarrhalis, staphylococci, H. influenza and occasionally coliform bacilli, 
and fungi, e.g. Candida albicans. When the sputum is purulent pneumococci 
and H. influenzae are usually present. The sputum should be cultured and 
the sensitivity of the organisms to antibiotics, especially penicillin, strepto- 
mycin and oxytetracycline, determined. It is probable that any infection 
of the upper respiratory tract due to a virus, e.g. influenza, renders the 
bronchial mucosa more susceptible to secondary implantation of the 
organisms mentioned above. Examination of the sputum should always 
include a careful search for tubercle bacilli. 


GENERAL CONSIDERATIONS 
The natural history of chronic bronchitis is such that the disability it causes 
increases with age, and before discussing the treatment of the individual 
patient, the extent of the disability already due to the condition should be 
ascertained. A common story is that of increasing winter attacks and 
probably during most winters the patient has been obliged to give up work 
for varying periods until, in the most severe cases, the condition continues 
also in the summer and the dyspnaea becomes so marked that the patient is 
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quite unable to do any work which calls for physical exertion. The advice 
to be given must take into consideration the economic position of the 
patient, and a compromise between the ideal treatment and the next best 
becomes necessary. If the patient’s occupation is obviously one which has 
played a part in aggravating his bronchitis another job should be sought. 
Such a change of work is often impossible for a man in the late 50’s, but in 
these days of full employment the difficulties may not be as great as in the 
past. The same condition applies to where the chronic bronchitic works, and 
if a patient can move from a heavily industrialized area with its smoke-laden 
atmosphere to a rural area where conditions are better, his bronchitis will 
improve. 


ADVICE AS REGARDS GENERAL HEALTH 

The chronic bronchitic must try to maintain as high a standard of general 
health as possible. This means regular hours of work and avoiding night 
shifts. If the type of work means much physical exertion it is wise to reduce 
the average eight-hour day before his disability becomes so serious that he 
is unable to do a full day’s work. He should live as near his work as possible 
and thus try to avoid long and crowded journeys. If a patient finds that 
after a day’s work he is unduly tired he should have an hour’s rest on his 
bed after getting home. In the winter months the chronic bronchitic should 
go out as little as possible in the evening and avoid crowded meetings where 
respiratory infections commonly spread. He should always breathe through 
his nose and thus encourage Nature’s method of ‘air-conditioning’. 


ADVICE AS REGARDS DIET 
Meals should be taken regularly and it is better to have four moderate 
meals, i.e. breakfast, luncheon, tea and supper, rather than to make any one 
meal in the day a heavy one. The evening meal should not be later than 
7.30 p.m., and before retiring a glass of hot milk is advised. No special diet 
is called for but, if there is any tendency to gain in weight, the calorie intake 
must be reduced by taking less carbohydrate. If the chronic bronchitic has 
become obese it is most necessary to take strict measures to reduce his 
weight gradually. This is one of the most important aspects in the treatment 
of the stout bronchitic. The improvement in breathing which follows the 
reduction in his abdominal girth is often very gratifying. The appetite of 
the chronic bronchitic is usually only fair, and overweight when present is 
often caused by restriction of physical activities rather than by over-eating. 


ADVICE AS REGARDS SMOKING AND ALCOHOL 
Smoking.—As mentioned previously, there can be but little doubt that the 
inhaling of tobacco smoke is an irritant to the bronchial tract, and a large 
percentage of chronic bronchitics are heavy smokers and have been so for 
many years. If is often difficult to overcome the habit but if the will-power is 
there to do so, the patient will almost always agree that his cough and sputum 
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have lessened. The advice therefore must be to give up cigarette smoking 
entirely, unless it is quite certain that the smoke is not inhaled. Pipe smoking 
in moderation, i.e. not more than 1 to 2 ounces a week, is allowed. One of 
the effects of giving up smoking is an improvement in the appetite, and 
many patients will therefore put on weight unless warned against doing so 
by reducing their diet 

Alcohol.—There is no doubt that many bronchitics take more alcohol 
than is good for them and their general health is lowered thereby. Beer is 
best avoided except in very moderate quantities. A small amount of whisky 
is allowed and the common night-cap in people who have been accustomed 


to it does more good than harm. 


ADVICE AS REGARDS COUGH AND EXPECTORATION 

Time should be spent in explaining to the patient that coughing is the result 
of some irritation in the respiratory tract. The chronic bronchitic often 
suffers from chronic tracheitis. The effect of the latter is to produce a dry 
cough with little sputum. The result of bronchitis is to produce more 
secretion in the bronchial tubes and the only way to be free of this is by 
effective coughing. The chronic bronchitic is conscious that ‘something has 
to come up’, but he does not appreciate that phlegm produced in the basal 
bronchioles must reach the larger bronchi and trachea before it can be 
expectorated by coughing. Thus many patients deliberately force their 
cough and often with little result except to produce a paroxysm of severe 
coughing which makes the patient breathless and may cause him to lose 
consciousness. This is called cough syncope and is an important cause of 
temporary loss of consciousness in elderly patients. It is due to cerebral 
anoxia resulting from a fall of arterial pressure and increase of intrathoracic 
pressure which is brought about by excessive coughing. Consciousness 
usually returns quickly, but the chronic bronchitic must be warned against 
the dangers of too vigorous coughing. 

He should be encouraged to train and ‘coax’ his cough to be effective, and 
not deliberately to force it. He should be told that the more sputum he can 
expectorate, the easier will be his breathing and he should spend adequate 
time in trying to keep his bronchi as empty as possible by effective coughing 
on rising in the morning and before retiring at night. Many patients will 
also be able to bring up sputum more freely after each meal. If there is 


copious expectoration the patient should be instructed in postural drainage 
In elderly patients this must be done cautiously as many will find that the 


lowered position of the head causes so much discomfort and difficulty in 
breathing that the treatment must be abandoned 


EXPECTORANTS AND ANTISPASMODICS 
When we recall the hospital pharmacoperias of years ago, a large number of 
expectorant mixtures was included, the ingredients of which were many 
and various. The efficacy of many so-called expectorants has been questioned 
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and there are relatively few which are of real value. The opinion of many 
patients is that sputum is more easily expectorated by taking the ‘Brompton’ 
mixture (sodium chloride compound mixture, B.P.C.) in a small cupful of 
hot water three times a day. The prescription in the National Formulary 
(N.F.) is as follows: 


Sodium bicarbonate grains (0.6 g.) 
Sodium chloride . . 3 grains (0.2 g.) 
Emulsion of chloroform 5 minims (0.3 ml.) 
Anise water 4 to } fluid ounce (14 ml.) 


When sputum is more tenacious, potassium iodide is of value given as 
potassium iodide and ammonia mixture, N.F.: 


Potassium iodide 24 grains (0.15 g.) 
Ammonium carbonate 24 grains (0.15 g.) 
Liquid extract of liquorice 15 minims (1.0 ml.) 
Chloroform water to } fluid ounce (14 ml.) 


Chronic bronchitis is usually accompanied by varying degrees of broncho- 
spasm and when this is marked a good routine mixture is stramonium and 
potassium iodide mixture, N.F.: 


Potassium iodide 3 grains (c.2 g.) 
Tincture of stramonium ; ; 20 minims (1.3 ml.) 
Chloroform water to } fluid ounce (14 ml.) 


Many patients will also get relief by taking small doses of ephedrine, i.e. 
} to $ grain (16 to 30 mg.) two or three times a day. When a chronic bron- 
chitic is becoming increasingly incapacitated by shortness of breath, it is 
natural that he will try any treatment which may relieve his breathing even 
if the relief is only temporary. Thus it is a common experience to find that 
many bronchitics have already acquired the habit of using an atomizer with 
one or other of the available antispasmodic preparations. Many a patient 
will have come to rely so much on what is often called his ‘pump’ that it is 
used very often, and although it is unwise to prohibit using an atomizer a 


warning must be given against its too frequent use. There are many 


proprietary solutions, most of which contain adrenaline, atropine and 
papaverine, and a patient will often express his preference for one par- 
ticular solution. The National Formulary solution, adrenaline and atropine 
compound spray, B.P.C., has the following formula: 


Adrenaline } 2 grains (0.12 g.) 
Atropine methonitrate .. Saal } grain (30 mg.) 
Papaverine hydrochloride Me 3¢ grains (0.23 g.) 
Chlorbutol ....... ; 2 grains (0.12 g.) 
Tartaric acid .... 1? grains (100 mg.) 
Sodium metabisulphite  . = : $ grain (30 mg.) 
Distilled water, freshly boiled and cooled, to 1 fluid ounce (28.5 ml.) 
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Attacks of bronchial spasm may be particularly distressing at night and 
many bronchitics during the winter months rarely go through the night 
without being awakened by troublesome coughing and difficult breathing 
These attacks are precipitated by the accumulation of sputum during the 
night and they often cause much loss of sleep. The following advice should 
prove helpful. The bedroom must be well ventilated but warm; moistening 
the atmosphere with a steam kettle is beneficial. Before retiring, as much 
sputum as possible should be expectorated and an inhalation of friars’ 
balsam (compound tincture of benzoin, B.P.), a teaspoonful to a pint of 
boiling water, or a few drops of oil of eucalyptus in the same way, helps 
expectoration. Mild counter-irritation of the bases of the lungs by rubbing 
in warm camphorated oil is also comforting. A tablet of ephedrine, } grain 
(30 mg.), and phenobarbitone, } grain (30 mg.), is then given; in some cases 
the addition of aminophylline, 3 grains (0.2 g.), helps the patient to have a 
better night. The patient, however, will probably still be awakened by 
coughing and he must try to bring up some sputum; even a few plugs 
expectorated will bring relief. Again he must be warned against coughing too 
vigorously and if he has learned to use his diaphragm (to be described 
later) he should do so and this may cut short his attack of bronchospasm. 
A hot drink is beneficial and it is good advice to tell a patient to have a 
Thermos flask with a hot drink (and tea is as good as any): to have a cup of 
hot tea in the small hours of the morning after a bout of coughing is 
welcomed. If there is still very little sputum and an unproductive cough 


persists, a linctus should be prescribed, e.g. Gee's linctus or codeine linctus 


A teaspoonful of linctus may be sufficient to calm the cough reflex. Anything 
more sedative must not be given. The prescriptions are as follows 
Codeine linctus, N.F.: 
Syrup of codeine phosphate 30 minims (2 


Syrup of wild cherry 15 minims 
Syrup of tolu 15 minims 


Squill opiate linctus (Gee’s linctus), N.F.: 


Camphorated tincture of opium © minims (1.3 ml.) 
Oxymel of squill © minims (1.3 ml.) 
Syrup of tolu © minims (1.3 ml.) 


If the attack of bronchospasm persists and becomes worse in spite of all 
these suggestions, 5 minims (0.3 ml.) of solution of adrenaline, B.P. (1: 1000) 
should be given subcutaneously, or aminophylline, 3 grains (0.2 g.), be 


given intravenously 


BREATHING EXERCISES IN CHRONIC BRONCHITIS 
In the chronic bronchitic, breathing is almost always predominantly thoracic 
in type and in the effort to prevent shortness of breath the so-called extra- 
ordinary muscles of respiration, including the scaleni, the sternomastoids, 
the pectorals and the rhomboids, are always being used. The object of 
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breathing exercises is to try to get the patient to relax these muscles and 
to expand the bases of the lungs by lateral basal expansion and by using 
the diaphragm correctly. To begin with, time should be spent in explaining 
to the patient the mechanism of correct breathing, and how, after years of 
difficu:.y in breathing, the habit of incorrect breathing has been acquired 
He must be told that it is not going to be an easy matter to improve his 
breathing and he must be encouraged to persevere with the exercises, and 
not to give up trying, as so many patients do. Breathing exercises should be 
carried out under the guidance of a physiotherapist with experience of the 
problems in chronic bronchitis, and it is sometimes of advantage if the 
exercises are practised with others in a special clinic. 

The main exercises are directed towards (a) relaxation of the upper chest, 
(b) lateral basal expansion against pressure followed by sinking of the ribs 
on slow expiration and (c) improving diaphragmatic movements. The latter 
are carried out with the patient in a semi-reclining position or sitting in a 
chair with the back well supported. When the diaphragm is used correctly 
the abdomen rises during inspiration and falls on expiration. The chronic 
bronchitic, when he is asked to take a deep breath, almost invariably pulls 
in his abdomen. He must therefore learn to relax the abdomen during 
inspiration and to help expiration by contracting the upper abdominal 
muscles. The expiratory phase of breathing must be emphasized, and it is a 
good plan to get the patient to make a whistling sound as he practises 
breathing out. Again it must be explained to the patient that it may take a 
long time before the exercises improve his breathing. If, however, correct 
diaphragmatic breathing is acquired and used at all times of the day, there 
is no doubt that it greatly improves the general well-being of the chronic 
bronchitic. 


TREATMENT OF CHRONIC BRONCHIAL INFECTION 
The symptoms caused by chronic bronchitis are essentially due to the 
presence of bronchial infection causing cough and sputum and to the 
emphysema which slowly progresses leading to increasing shortness of 
breath on exertion. Many attempts have been made to treat bronchial 
infection by the use of so-called respiratory disinfectants such as creosote, 
and by autogenous vaccines prepared from the sputum, but the results have 
been disappointing. Penicillin by inhalation has been used extensively but 
is only of temporary benefit. Lately, attempts have been made to treat 
chronic bronchial infection by antibiotics given by mouth. Of these, chlor- 
amphenicol should not be used because of its liability to cause aplastic 
anzmia. The most useful is oxytetracycline and there is no doubt as to its 
value in reducing the amount and the purulence of sputum. To begin with, 
the average dose is 0.5 g. six-hourly. After a week the dose is reduced so that 
the amount given daily is 1.5 or 1 g. The latter dose has been given for long 
periods, i.e. many months, and so long as the treatment is maintained the 
amount of the sputum is diminished, but unfortunately sputum usually 
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returns when the treatment is discontinued. Furthermore, the long-term 
administration of oxytetracycline may cause abdominal pain and diarrhea, 
and may also predispose to infection by resistant strains of other organisms 
Further experience is therefore necessary as regards the results of long-term 
oxytetracycline treatment before its place in the treatment of chronic 
bronchitis can be established. 

Mention must also be made of the attempt to reduce viscosity of sputum 
by aerosol inhalation of trypsin or detergents, and further experience may 


prove this method to be of real value 


TREATMENT OF ACUTE EXACERBATIONS OF BRONCHITIS 
During the winter months the chronic bronchitic is very liable to develop an 
acute exacerbation of his bronchitis: this may follow an upper respiratory 
infection, and even the slightest ‘cold’ must be treated with the greatest 
care. At the onset the patient must be advised to keep indoors and in a 
warm room. If his cough has become more troublesome, he should fre 
quently inhale steam medicated with friars’ balsam and encourage his cough 
to be productive. If there is the slightest rise in temperature, the patient 
must stay in bed. A specimen of sputum should be cultured for the pre- 
dominant organisms and their sensitivity to antibiotics determined. While 
awaiting the result, penicillin should be given: an average dose would be 
250,000 units of crystalline penicillin eight-hourly. There is no doubt that 
by giving penicillin early the attack can be cut short and the possibility of 
the patient developing broncho-pneumonia be diminished. If the result of 


sputum culture reveals the presence of penicillin-resistant organisms, and 
especially H. influenza, streptomycin or oxytetracycline should be given in 


addition to penicillin. 

When an acute chest infection complicates chronic bronchitis, and 
especially when emphysema is marked, a condition of acute respiratory 
insufficiency may develop suddenly. The patient becomes desperately ill 
and urgent treatment is necessary and is best carried out in hospital 
Bronchial infection must be treated vigorously and oxygen therapy is also 
necessary, best given by means of an oxygen tent. A note of warning must 
be given as regards the administration of oxygen. Oxygen is necessary to 
relieve anoxia but in doing so the respiratory centre may be depressed 
resulting in further carbon dioxide retention, and the patient may become 
drowsy and even comatose. Care is therefore necessary in the administration 

’ 


of oxygen and at first it should be given slowly and a careful watch be kept 


on the patient 

TREATMENT OF HEART DISEASE IN CHRONIC BRONCHITIS 
Chronic bronchitis and emphysema impose a constant strain on the right 
side of the heart, ultimately causing marked enlargement of the right 
ventricle and pulmonary hypertension: i.e. cor pulmonale. This condition 
is an important cause of cardiac breakdown in the chronic bronchitic and 
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may occur in the comparatively earlier age-group, i.e. 40 to 50. Many of 
the older patients also suffer from hypertension or ischemic heart disease. 
It is inevitable that sooner or later heart failure supervenes. Close watch 
must therefore be kept for early manifestations of heart failure, namely 
ankle aedema, increased jugular venous pressure, diminished output of 
urine and enlargement of the liver. Treatment calls for complete bed rest, 
oxygen therapy, digitalis, reduction of salt intake and mercurial diuretics. 
Again it must be emphasized that treatment of bronchial infection is most 
important and when this is satisfactorily controlled by antibiotics, heart 
failure will respond more readily to these measures. 


SUMMARY 
The disability which is caused by chronic bronchitis would be greatly 
diminished if the tendency to develop the condition could be recognized 
as early as possible and measures be taken to deal with any factors which 
play a part in its etiology. The patient who says that his chest becomes very 


wheezy when he has a ‘cold’ and that frequent winter colds have left him 
with an early morning cough, is the patient who may, as the years go by, 
ultimately become a chronic bronchitic. Although such a patient may 
minimize his symptoms, it is at this stage that preventive measures such as 
finding a healthier occupation or leaving a heavy industrialized area for the 
country, should be advised. Unfortunately, by the time many patients seek 
advice the characteristic signs and symptoms of bronchitis and emphysema 
are already present. 

There is no doubt that recent r--earch has added much to our knowledge 
of the many problems associated with chronic bronchitis and the use of 
antibiotics has completely altered the outlook as regards treatment of 
bronchial infection. 

An optimistic and encouraging attitude should always be adopted towards 
the patient, and if he is prepared to cooperate and persevere with the 
prescribed treatment, the gradually increasing disability characteristic of 
chronic bronchitis may be delayed and the patient's lot made easier 
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THE pneumonias that we used to know have gone. Once upon a time lobar 
pneumonia, broncho-pneumonia—and that special form beloved of the lay 
mind, double pneumonia—were all that were known. Now when a bewilder- 
ing variety of pneumonitides are spoken of, it is most difficult both to 
comprehend the mechanism and etiology of these different diseases, and to 
recognize them by clinical means. Often, alas, a pneumonia is simply labelled 
atypical, and the patient bludgeoned with a succession of antibiotics cul- 
minating in the latest product advertised in some brilliant art folio of the 
breakfast table, in the hope that the bacteria and not the patient will 
succumb. 

Although mortality has fallen, pneumonia still remains a common 
disease, particularly in our ever-increasing population of the over-sixties 
Diagnosis of the type of pneumonia becomes more and more important as 
the variety of different treatments increases. Unfortunately such an accurate 
diagnosis has become very intricate, and ancillary aids are almost essential 


CLASSIFICATION OF THE PRIMARY PNEUMONIAS 
Perhaps the easiest pneumonias to understand are the prinary pneumonias, 
in which one organism is primarily responsible for the inflammation of the 


lung 


Coccal and bacterial Rickettsial pneumonia 
Pneumococcal or lobar pneumonia Murine typhus 
Staphylococcal Tick typhus 
Streptococcal Q fever 
Heamophilus influenza 
Hemophilus pertussis Virus pneumonia 
Friedlander’s pneumonia Psittacosis and ornithosis 
Typhoid Influenza 
Anthrax Measles 
Plague Undifferentiated 
Tuberculous pneumonia 


COCCAL AND BACTERIAL PRIMARY PNEUMONIA 
Primary pneumococcal pneumonia, or lobar pneumonia, is, in my experience, 
increasingly uncommon. Perhaps this is because the pathogenic pneumo- 
cocci need frequent passage from host to host to maintain their virulence, 


or perhaps because nowadays any patient whose illness begins with high 


fever is so promptly treated with penicillin that the symptoms and signs of 
pneumonia never appear. The onset of true lobar pneumonia is always 
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dramatic: a rapid pulse, temperature of 103° F. (39.3° C.) or more, rigors, 
profound malaise and probably pleural pain, and a sharp dry cough with 
rusty sputum. Signs usually take twenty-four to forty-eight hours to 
develop, the earliest being impaired movement and air entry to part of a 
lung, followed by impaired percussion note, tubular breath sounds, and 
fine crepitations. The only diagnostic difficulty is in cases of high fever 
within the first twenty-four hours when local signs are usually absent, and 
respiratory symptoms may not occur. By the second day, a raised respira- 
tory rate and other signs and symptoms should make the diagnosis obvious. 
Radiological help is not usually necessary, but will confirm the diagnosis 
The leucocyte count usually exceeds 14,000 per c.mm. The presence of 
herpes simplex on the lips has little diagnostic value since it occurs with 
many types of respiratory infection, and indeed many other febrile illnesses 
In children, signs are slow to develop and the clinical picture is more variable 

Primary staphylococcal pneumonia.—In contrast to lobar pneumonia, this 
disease, though never common, may be on the increase. It occurs more 
frequently in infancy and childhood, when diagnosis is difficult and mor- 
tality appreciable. In children and young adults staphylococcal pneumonia 
assumes its most typical form; both lungs are usually affected although signs 
may for some time be appreciated only in one. The onset of the disease is 
variable, usually not quite so rapid as in lobar pneumonia, but the patient 
may be very toxic and prostrated within forty-eight hours; and fulminating 
cases do occur. As a rule the first symptoms are general: headache, rigors 
and severe malaise. A rapid respiratory rate, pleural pain and cough develop 
within a few days, together with signs of consolidation. Bloodstained 
purulent sputum is produced early. The patient may have a furuncle or 
carbuncle on the skin or in the nose, and there may be a history of a 
sore throat a few days before the pneumonia. Staphylococcal pneumonia is 
essentially part of a staphylococcal pyemia, and it is quite common for the 


patients also to have a painful joint or bone-end indicating an early osteo- 


myelitis, or a small renal carbuncle. Purpura, splenomegaly and meningitis 
may also occur. In the lungs, small abscesses may coalesce ‘to form cavities 
appreciable by clinical or radiological means, and pleural pockets of pus 
develop quite commonly. These small bilateral abscesses and empyemas tend 
to resolve as the disease is brought under control by antibiotics, and open 
drainage of empyema is rarely required. 

Staphylococcal infection should be suspected when pneumonia is associated 
with preceding sore throat, furuncles, painful joints and bones, or when 
bilateral signs are elicited. Radiologically the diagnosis is suggested by the 
bilateral shadows, the patchy distribution and the tendency to early cavity 
formation. Staphylococcus aureus can nearly always be isolated from the 
sputum and this examination should never be omitted. The sensitivity to 
antibiotics must also be determined since the staphylococcus may not be 
sensitive to penicillin. 

Primary streptococcal pneumonia.—With the decline in virulence of the 
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haemolytic streptococcus in the past fifty years, this disease is rare and most 
commonly occurs in association with a streptococcal septicemia, usually in 
debilitated infants. Both lungs tend to be infected and empyema and peri- 
carditis are relatively common complications. Blood culture is likely to 
reveal the organism. 

Haemophilus influenza; Hamophilus pertussis.—Both these organisms are 
capable of causing a diffuse bilateral bronchiolitis progressing to broncho- 
pneumonia. It is uncertain how commonly these organisms are responsible 
for the broncho-pneumonias of infancy and childhood, since sputum in the 
early stages is usually unobtainable. Broncho-pneumonia due to secondary 
invaders undoubtedly occurs with pertussis infection, but for purposes of 
treatment the primary organism should be regarded as responsible. The 
infection is associated with an absolute lymphocytosis rather than a poly- 
morph leucocytosis. In adults, hamophilus infection as a cause of widespread 
generalized broncho-pneumonia is a rarity, and no special distinguishing 
features are known. 

Friedldnder’s pneumonia.— This is rare, but produces a pneumonia of lobar 
type with severe general symptoms leading on usually to suppuration and 
fibrosis in the affected lobe. In fulminating cases the differential diagnosis is 
from pneumococcal or staphylococcal pneumonia, but the specific organism 
should be found in the sputum, and there is no clinical response to penicillin. 
In less severe cases the disease may be confused with acute tuberculosis of 
an upper lobe, the radiological appearances being quite similar 

Tuberculous ‘pneumonia’.—Often the sudden bronchial dissemination of 
tubercle bacilli to one or both lungs, causes high fever, a toxic state and 
signs of consolidation which may easily be mistaken for pneumonia. The 
sputum is bloodstained rather than rusty. These cases are now happily 
much less common than they used to be, and the routine use of sputum 
examination and x-rays should prevent errors in diagnosis. The diagnosis 
must always be considered when broncho-pneumonia in an elderly 
debilitated person fails to resolve quickly 


PRIMARY RICKETTSIAL PNEUMONIA 
Q fever, endemic in Italy and other parts of the world, has occurred sporadic- 
ally in this country and is an example of a milder rickettsial infection (R 
burnetii) which causes general symptoms such as headache, malaise, nausea, 
vomiting, anorexia, a diffuse but variable rash and patches of pneumonic 
consolidation. As with the virus pneumonias, pulmonary symptoms rarely 
occur before the third day and pulmonary signs may not be appreciated 
before the disease is nearly over. X-rays, however, will reveal one or more 


patches of ‘soft’ opacity in the lung fields, early in the course of the disease 


which lasts about twelve days. Empyema does not occur, and the leucocyte 
count is not raised. Complement-fixing antibodies are found in the serum 
from the eighth day onwards. 
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VIRUS PNEUMONIAS 
Ornithosis is a disease caused by large viruses which lead to a well-defined 
bilateral pneumonia of patchy distribution and extreme toxicity. It should 
be suspected in any case of severe bilateral broncho-pneumonia occurring 
in a previously healthy patient who has been in contact with dead or live 
birds. Antibodies may be detected in the serum. 


Measles broncho-pneumonia may be primary or due to secondary infection. 
Diagnosis is suspected when the general condition deteriorates and the 
respiratory rate rises on or after the fourth day of the illness. 

Influenzal pneumonia occurs chiefly in severe epidemics of influenza, and 
otherwise mostly affects debilitated or elderly subjects. Great prostration, a 
rapid respiratory rate, signs of bronchospasm and a really deep cyanosis are 
the main features. Death often occurs within the first three days, but there 
is a good chance of survival if the patient lives longer. Pneumonia occurring 
later in the course of an influenzal illness is usually due to secondary 
bacterial invasion, commonly staphylococcal. 

Unspecified virus pneumonias.—Microbiology has not yet advanced far 
enough for us to classify this group. We can, however, recognize clinically 
a group of pneumonias which appear to be due to virus attack. These are 
true primary pneumonias in that they occur in previously healthy people 
without damaged lungs. Minor epidemics occur from time to time but the 
attack rate in any exposed population is low. Perhaps the largest ‘epidemic’ 
was towards the end of the 1939-45 War. The characteristic features of a 
virus pneumonia are undramatic onset with headache, anorexia, nausea, 
muscle pains, temperatures around 102° F. (38.9° C.) and a relatively slow 
pulse rate. Rise in respiratory rate is absent in the beginning, or very slight. 
A dry cough may be noted about the second day, but is not usually a trouble- 
some symptom until the fourth day, when pleuritic pain and chest signs may 
also be elicited. The signs are rarely dramatic—perhaps a small patch of 
dullness, or impaired air entry, a few crepitations or rhonchi. A skiagram, 
however, taken early in the course of the disease will show a unilateral hazy 
opacity occupying most of one lobe though not necessarily lobar in dis- 
tribution. Occasionally multiple scattered opacities are found. 

The differential diagnosis is influenza or any other pyrexial illness, and 
pneumonia is not usually thought of until about the fifth day when an 
increasing dry cough, considerable toxicity, the continuance of pyrexia, and 
perhaps the failure to improve with antibiotics, suggest the diagnosis. The 
absence of leucocytosis and the tendency for the condition to terminate 
spontaneously about the twelfth day are confirmatory. The patient’s serum 
may agglutinate his own red corpuscles at room temperature. This quality 
of the serum can be used as a test, but unfortunately it is not specific, for 
in some outbreaks of virus pneumonia cold agglutinins are not present. In 
my own experience antibiotics do not influence the course of these 
pneumonias. 
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CLASSIFICATION OF THE SECONDARY PNEUMONIAS 
A secondary pneumonia is one in which the prime cause is some traumatic 
event, some pathological abnormality of the bronchial tree, or some break- 
down of the lungs’ defences, the infecting organisms being mixed and of 
only secondary importance. They are perhaps more common today than the 
primary pneumonias because of the ageing of the population, the larger 
number of people surviving with damaged lungs, and the frequency of 
spontaneous and artificial unconscious states. They may be classified as 


follows 


Aspiration—diffuse 
(i) Pus, blood or vomit during anzwsthesia or unconsciousness 
(ii) Rupture of peritonsillar abscess during sleep 
(iii) Spill-over of esophageal contents in the presence of esophageal obstruction 
(iv) Spill-over of pus from a lung abscess or bronchiectatic segment 


1 spiration—localized 
(i) Small vegetable foreign body 
(i) Plug of mucus causing lobar collapse or segmental collaps¢ 
(a) Postoperative 
(b) During upper respiratory infection 
(iii) Minute particle of infected material from mouth giving anaerobic pneu- 
monitis and lung abscess 


Mechanical defects—localized 
(i) Bronchial obstruction due to 
(a) Carcinoma of bronchus 
(b) Adenoma of bronchus 
c) Pressure of hilar lymph nodes or other mediastinal masses 
(d) Stricture of bronchus 
ii) Deformed, fibrotic and bronchiectatic pulmonary segments 
Mechanical defects—generalized 
Emphysema 
Rigidity of chest wall 
Paralysis of diaphragm or intercostal muscles 
( ld age 
Infancy 
Cardiac failure 
Vetastatic pneumomas 
(i) Blood-borne lung abscess 
(ii) Secondarily infected pulmonary infarct 
Imitators of pneumoma 
Carcinoma of bronchus 
Pleural effusion 
Pulmonary infarction 
Leukzmia 


PNEUMONIA DUE TO DIFFUSE ASPIRATION 
Pus, blood or vomit may be inhaled to cause a generalized irritative bron- 
chitis, with plugging of small bronchioles which leads to a mixed anaerobic 
and aerobic infection of both lungs. Such an aspiration broncho-pneumonia 
may occur after a general anesthetic or a period of unconsciousness during 
which vomit has been incompletely expelled. It may also occur when the 
nose bleeds, or a quinsy ruptures during sleep; esophageal contents may 
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spill over into the bronchi when the patient suffers from cardiospasm or a 
stricture of the @sophagus. Repeated attacks of aspiration pneumonia 
affecting mainly the lower lobes are a feature of the history in many cases of 
complicated hiatus herniation. A source of septic aspiration should always 
be suspected and looked for when a patient begins to suffer from repeated 
attacks of suppurative bronchitis and basal pneumonia. In such cases the 
sputum may remain purulent between attacks, and the affected lobes usually 
become bronchiectatic. After eliminating the cause, the stress in treatment 
is on percussion and postural drainage. 


PNEUMONIA DUE TO LOCALIZED ASPIRATION 
Known foreign bodies rarely cause suppuration or abscess formation in the 
lung, but the fact that lung abscesses usually develop after anzsthetics or 
periods of unconsciousness in those with septic teeth or dirty mouths, has 
led most people to accept the theory that the aspiration of one or more 
septic aggregations into a part of the lung may lead to a localized anaerobic 
suppuration. Nicholson (1950) has pointed out that such a patch of suppura- 
tion may not proceed to the hollowing out of a cavity which is appreciable, 
but may spread and burrow for some weeks or months in the lung, giving 
rise to a chronic suppurative pneumonitis from which no specific organisms 
can be cultured. Certainly we see today a few cases of obscure suppurative 
pneumonitis, all associated with a smouldering course and purulent sputum. 
‘These are cases of pneumonia, but the rather insidious onset, the long course, 
the intermittent pyrexia, the finger clubbing, the dirty mouth and the 
frequent history of aspiration or anzsthesia, help us to distinguish them 
from the primary form. The more classical solitary lung abscess, occurring 
in the posterior part of the upper lobe or dorsal part of the lower lobe, has 
in the beginning a similar onset and smouldering course. The development 
of a cavity in those cases—probably something to do with the mechanical 
attributes and the particular anatomy of the bronchioles in these regions 
gives rise to the classical and more dramatic picture of profuse purulent 
sputum with excavation of the affected lobe, but the early picture is simply 
one of a suppurative pneumonia. 

After an anzsthetic, a patient may develop an infected partial collapse of 
one of the lower lobes. The symptoms are respiratory distress, cough and 
malaise; the signs those of collapse and consolidation of a lower lobe. 
Although these usually respond well to percussion, postural drainage and 
antibiotics, suppuration, if neglected, may smoulder on until the patient is 
left with a bronchiectatic collapsed lobe. 

Pneumonia after coryza.—Certain mild pneumonic episodes in young 
adults are attributable to the plugging of a bronchus by infected mucus 
during the course of an upper respiratory infection (Scadding, 1948). Such 
pneumonias develop about a week after a heavy ‘cold’. The chief features 
are gradual malaise, fever, cough, pleuritic pain and radiological evidence of 
pneumonia of segmental type. The disease is usually mild and without gross 
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physical signs in the lungs. These pneumonias, though ‘atypical’, should not 
be labelled as virus pneumonias since the course of the illness is shorter, the 
respiratory symptoms are more in evidence, and treatment by antibiotics 
and physiotherapy rapidly cures the condition 


PNEUMONIA DUE TO LOCALIZED MECHANICAL DEFECTS 
Damaged lungs which function badly are very susceptible to descending 
infections of the respiratory tract, and a lung which has one weak spot in its 
defences will develop an infection there. Thus, a patient with a carcinoma, 
adenoma, or stricture of a bronchus is liable to develop a suppurative 
pneumonia in the segment distal to the obstruction. Such attacks of pneu- 
monia are often atypical in their onset. It is usual for a period of general 
malaise to precede, by several days, cough, pleuritic pain or physical signs. 
Suspicion as to the basic cause is also aroused by the slow resolution of 
symptoms, the persistence of signs, purulent or bloodstained sputum, and 
a skiagram which shows a segmental type of opacity with or without hilar 
lymph gland enlargement. If the diagnosis is missed the first time, the 
recurrence of pneumonia involving the same segment is a direct indication 
for bronchoscopy to confirm the diagnosis 

Middle lobe pneumonitis.—The middle lobe bronchus is very narrow, and 
it so happens that the lumen is easily blocked by pressure of temporarily 
swollen hilar lymph nodes, or even by a stricture of tuberculous origin. 
Thus it is that the middle lobe is often found to be collapsed or partially 
collapsed in otherwise healthy people. Such a lobe becomes the site of 
recurrent suppurative pneumonia. This type of pneumonia, often known as 
middle lobe pneumonitis, begins rather insidiously with malaise and 
anorexia after a mild respiratory infection. An increasingly productive cough 
and pyrexia develop after a few days, and the fully developed picture is one 
of pyrexia, mild respiratory distress, cough, purulent sputum, right-sided 
pleuritic pain with crepitations, dullness and a pleural rub in the region of 
the right nipple. A postero-anterior skiagram shows a rather typical triangular 
shadow below the right hilum, the base against the vertebral column and the 
apex in the axilla. A right lateral film shows the consolidated and collapsed 
lobe. Bronchoscopy reveals pus oozing from the middle lobe bronchus 
Resolution of symptoms and signs is slow, and recurrence of fever likely 
unless bronchoscopic suction or vigorous percussion therapy succeeds in 
clearing the lobe of pus and debris 

Bronchiectasis.—Any patient with bronchiectasis in a partially collapsed 
segment of lung is unduly liable to repeated attacks of pneumonia due to the 


spill-over of pus into healthy lung, or to a breakdown of lung defences. 


Often an attack of ‘atypical’ suppurative pneumonia is the first indication 
that the patient has bronchiectasis. Underlying bronchiectasis should be 
suspected whenever in a case of suppurative pneumonia there is a past 


history of chronic cough, repeated pleurisy or pneumonia or physical signs 
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and x-ray evidence of pulmonary collapse, fibrosis or compensatory 
emphysema. 


PNEUMONIA DUE TO GENERALIZED MECHANICAL DEFECTS 
Old age, fixity of the dorsal spine and chondral joints, and loss of pulmonary 
elasticity all combine to impair the natural defences of elderly lungs. Good 
movements, normal mucus production and the ability to cough are most 
necessary if upper respiratory infections are not to proceed to bronchitis and 
broncho-pneumonia. Unfortunately those conditions cannot be met in the 
elderly, the bronchitic, and the emphysematous subject. The sequence 
coryza, laryngitis, bronchitis, broncho-pneumonia—is all too common. 
Diagnosis is simple if it is appreciated that pyrexia may not be great, and 
that physical signs in the lungs may be mainly of the bronchitic type, but 
that cyanosis and dyspncea are obvious, the general condition is very poor, 
the tongue red and dry and the respiratory rate raised. 

Pneumonia in the elderly is often associated with cardiac failure and, 
since cardiac failure by reducing the mobility of the lungs is in itself a pre- 
disposing cause of pneumonia, it is often difficult to say which came first, 
the pneumonia or the cardiac failure. Both have to be treated concurrently. 
The important thing is to be able to recognize one in the presence of the 
other: this is not always easy, but slight pyrexia, a dry red tongue and herpes 
febrilis suggest pneumonia; distended neck veins and sacral edema suggest 
cardiac failure. 

The tendency of infants to develop a similar type of generalized broncho- 


pneumonia is due to their general lack of immunity to bacterial and virus 
infection, and to the narrowness of their bronchioles which are so easily 
blocked by bronchial secretions and pus. Diagnosis again depends more 
upon the deterioration of general condition, the rise in respiratory and pulse 
rate rather than on local signs. 


METASTATIC PNEUMONIA 
Pulmonary infarcts due to sterile emboli from the crural or pelvic veins may 
become secondarily infected in the lungs, giving an atypical picture of low- 
grade pyrexia, pleuritic pain and a small patch of consolidation better 
detected radiologically than clinically. 


IMITATORS OF PNEUMONIA 

As this is an article on diagnosis, a few words must be said about those 
conditions which are most often mistaken for pneumonia. Carcinoma of the 
bronchus has been mentioned as a cause of pneumonia, but the disease itself 
in its most malignant form is capable of causing pyrexia, increased respira- 
tory rate, cough and distress. The insidious onset, the wasting, the x-ray 
picture and the relentless course make the diagnosis. 

Nowadays pulmonary infarction is a common cause of acute pulmonary 
symptoms which are easily mistaken for pneumonia. The patient is usually 
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elderly or is suffering from some chronic condition such as rheumatic heart 
disease, rheumatoid arthritis, or varicose veins. One day he develops acute 
pleuritic pain, a cough, sometimes with bloodstained sputum, and a 
low-grade pyrexia. Signs in the chest are scanty, but may indicate a patch of 
consolidation or a small pleural effusion. As the pyrexia does not subside 
with chemotherapy the patient may be sent into hospital where the radio- 
logical features of pulmonary infarction can be recognized, leg vein throm- 
bosis become apparent, or further pulmonary infarctions occur, thus 
clearing up the question of diagnosis 

Tuberculous pleural effusion is often mistaken for pneumonia although the 
onset is nearly always insidious. The fact that pyrexia, percussion dullness 
and often bronchial breathing are present suggests pneumonia to the 
unwary. However, the absence of cough or sputum, the real ‘stony’ dullness, 
and the loss of tactile vocal fremitus should enable the diagnosis to be made 
and confirmed by the diagnostic aspiration of a small sample of clear fluid 

Occasionally patients with acute leukemia may present with fever and 
pulmonary consolidation. The nature of this consolidation is uncertain; 
some improvement occurs with chemotherapy, but the underlying disease 
prevents a full recovery and soon makes itself obvious 


CONCLUSION 
There are a great many types of pneumonia, and many imitators of pneu- 
monia today. By the old textbook standard of lobar pneumonia and broncho- 
pneumonia, most of them are ‘atypical’. Let us not assume that because 
they are atypical they are also due to a host of different viruses which are 
sure to be knocked out by the latest and most colourfully advertised anti- 
biotic. Rather should we try and classify and subdivide these pneumonias in 
order to understand how they came about, what anatomical abnormalities 


are present in the lung or what breakdown in defences has occurred, what 


organisms are predominant and whether suppuration is present or no. As 
suppuration must be treated early and vigorously by physiotherapy or other 
mechanical means if the lung is not to suffer permanent damage, prompt 
diagnosis is no academic exercise. Haphazard administration of antibiotics 
is no substitute for accurate diagnosis 
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VIRUS PNEUMONIA 


By A. BRIAN TAYLOR, M.D., F.R.C.P 
Physician, United Birmingham Hospitals 


Tue diagnosis of pneumonia due to virus infection of the lungs is often 
inexact because of the difficulties of identifying the causal organisms. As a 
result it has become fashionable, but unscientific, to label as virus pneu- 
monia many cases of acute respiratory infection on presumptive and 
inadequate grounds. 


VIRUS DISEASES WITH PNEUMONIA 

Psittacosis is an infectious disease of parrots due to an organism inter- 
mediate between true viruses and rickettsia. Similar diseases carried by 
other birds are grouped as ornithosis. They can be transmitted to man and 
produce a severe illness in which pneumonia is prominent and with a high 
mortality. At first, constitutional symptoms with fever and prostration are 
followed, after a few days, by the respiratory symptoms. The ban on 
importing parrots has practically stopped it. Diagnosis may be made by 
demonstrating the virus from sputum, blood or lung, or by a rising titre of 
serum agglutination. 

QO fever is caused by the Rickettsia burnetii. It is transmitted by ticks 
from mammals and has been found in many parts of the world, causing 
occasional epidemic outbreaks. It may well be endemic, and sporadic cases 
are diagnosed in this country. Crofton et al. (1951), investigating the 
etiology of 110 cases of pneumonia admitted to the Hammersmith Hospital, 
found two cases of Q fever. Those in contact with cattle, meat workers, and 
laboratory workers handling the rickettsia are most prone to infection. The 
illness starts suddenly with headache, fever and limb pains. After some 
days lung involvement is indicated by cough, perhaps with bloodstained 
sputum and pleuritic pain. Radiography may show patchy consolidation. 
The leucocyte count is unchanged and the illness has a low mortality. The 
diagnosis can be confirmed by serum agglutination tests. 


PRIMARY ATYPICAL PNEUMONIA (ETIOLOGY UNDETERMINED) 
A pneumonia of unknown type became recognized during the 1939-45 War 
and received the monstrous title of primary atypical pneumonia, It was 
particularly associated with the arrival of troops from the United States and 
a number of small epidemics occurred in Britain where conglomerations of 
armed forces were found. Since the war it has seemed to be less common 
although it probably represents a proportion of cases of mild pneumonia 
occurring generally. Of the 110 cases at Hammersmith Hospital described 
by Crofton ef al. (1951), 10 were certainly in this group. The pneumo- 
notropic virus has not yet been identified, but a characteristic clinical and 
radiological syndrome gives a presumptive diagnosis. There is no response 
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to sulphonamides or penicillin and in nearly half the cases cold agglutinins 
are present in the serum, with a titre rising to a peak in early convalescence. 
Low titres are not specific. Stuart-Harris (1955) considers 1 :40 as suggestive ; 
Crofton et al. (1951) did not think a titre less than 1 :128 significant 

Clinically the illness may start as a simple upper respiratory infection, but 
fever may occur from the beginning and a troublesome cough with little 
sputum is a feature at this stage. Sputum is scanty, pleuritic pain is unusual 
and respiration is not very rapid. The illness is not severe, but fever may last 
from one to four weeks, resolving by lysis. Signs are of variable extent; after 
an initial pharyngitis adventitious sounds may be heard in the chest and in 
some cases areas of frank consolidation may be identified. Radiological 
examination shows shadows varying in distribution—widespread, patchy 
areas, sometimes changing in position after a few days. They may be homo- 
geneous, granular or mottled, the intensity and extent differing from case to 
case and not conforming to a lobar pattern. The course of the disease is 
benign and recovery occurs with reasonable nursing care. It is doubtful 
whether the tetracycline type of antibiotics have a significant influence or 
shorten the course. 

INFLUENZAL PNEUMONIA 

Pneumonia may occur as a complication of true influenza, but is usually due 
to a secondary bacterial infection of the lungs following the virus infection 
with its headache, myalgia and pharyngitis. Radiologically there may be the 
usual more or less lobar consolidation or segmental atelectatic aspiration 
lesions of Scadding (1948). Treatment is by the usual antibacterial anti- 
biotics, postural drainage and careful nursing 

In the more virulent and fulminating types, mostly seen in epidemics and 
pandemics, with extensive often bilateral consolidation, pulmonary edema, 
severe toxemia and cyanosis, and high mortality, the lungs at necropsy may 
contain both bacteria and influenzal virus. All types of bacterial flora may 
be found and heavy staphylococcal infection is a feature in some of the 
desperate cases. The illness runs a short (three to four days) course with 
prostration and circulatory failure. Response to antibiotics is poor, but early 
administration of the tetracycline group may help occasionally although it 
is doubtful whether they exert much effect on the influenza virus itself 


OTHER VIRUS DISEASES 
Chickenpox, smallpox and measles are virus infections and in severe cases may 
have pneumonic complications, due occasionally to the causal virus. Usually, 
and especially in measles, the respiratory complications are due to secondary 
bacterial invasion 
DIFFERENTIAL DIAGNOSIS 

Bacterial pneumonia may sometimes suggest a virus infection incorrectly 
because of slow or inadequate response to antibiotics, particularly as a quick 


response is now the rule. When dosage has been inadequate the course of the 


illness may be prolonged. Although pneumococci and most streptococci are 
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sensitive to the sulphonamides or penicillin there may be associated 
organisms of other types or resistance. B. Friedlander produces pneumonia 
not always classical in its course, sometimes virulent, sometimes destructive 
of lung tissue and running a prolonged course. It is sensitive to streptomycin 
or the tetracyclines; hence bacteriological study of the sputuin is desirable 
if any unusual features are present. 

Acute bronchitis is associated with multiple bacterial infection, particularly 
pneumococci, streptococci, H. influenza and N. catarrhalis, and the develop- 
ment of small areas of broncho-pneumonia in the more severe cases may 
impair response to antibiotic therapy and suggest a virus infection to the 
unwary. Lungs previously damaged by bronchitis and emphysema, or by 
extensive fibrosis, naturally do not resolve so readily from pneumonia, but 
the temptation to diagnose virus pneumonia must be resisted. 

Pulmonary tuberculosis and bronchial carcinoma may both present as 
more or less pneumonic consolidation with atypical radiological shadows 
and illness resisting routine antibiotic therapy. To diagnose virus pneumonia 
and fail to consider the true nature of the disease may lead to dangerous 
delay in applying more appropriate remedies. Complications of pneumonia 
may suggest persisting lung infection. A small, sterile, pleural effusion can 
maintain abnormal signs and a persistent mild pyrexia which will be relieved 
by aspiration. 

It must be stressed that virus pneumonia should be a rare diagnosis in 
ordinary practice and should not be used as a vague term to cover pneumonia 
of uncertain type not responding to ordinary treatment. 


TREATMENT 
The advances in the new antibiotics have given better weapons for dealing 
with both bacterial and viral lung infections. For the former, sulphonamides 
or penicillin are effective in the vast majority. B. Friedlander requires 
streptomycin or chloramphenicol or chlortetracycline. When a true virus 
infection is present less effective response is to be expected. For psittacosis 
and Q fever, chloramphenicol, chlortetracycline, oxytetracycline or tetra- 
cycline can be expected to help to control the infection. Influenza A and B 
viruses are unaffected by the present range of drugs, but adequate chemo- 
therapy should, of course, be used in pneumonia for the bacterial infection 
which is largely the cause of the lung lesion. In the fulminating cases 
treatment is often unsuccessful because of the rapidity of the illness, but 
oxygen and careful nursing may help to stem the virulent course. It is 
doubtful if antibiotics have any appreciable effect on primary atypical 
pneumonia, but its benign character makes this point mainly academic. 
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PLEURISY 


By J. G. SCADDING, M.D., F.R.C.P. 


Physician, Brompton Hospital; 
Director of Studies and Dean, Institute of Diseases of the Chest ; 
Senicr Lecturer in Medicine, Postgraduate Medical School of London 


For purposes of description, pleurisy is customarily divided into three 
groups: dry, with serous effusion, and with purulent effusion. Whilst this 
division is in some ways convenient for purposes of description, it has no 
etiological implications. This point is well shown in table 1, which lists 
some of the principal causes of pleurisy. Nearly all the etiological types of 
pleurisy can be either dry or with serous effusion, and most of the common 
types can also be accompanied by a purulent effusion. All the types of 
pleurisy listed as with serous effusion can on occasion be bloodstained, and 
the significance of this finding will be discussed later. 


DRY PLEURISY 
The localized pain of dry pleurisy involving the costal pleura is simulated 
by few other conditions. Dry pleurisy involving the diaphragm produces 
pain which is equally characteristic, but less obviously indicative of the site 
of the causative disease; painful impulses from the central part of the 
diaphragm are carried in the phrenic nerve and referred to a point along 


the ridge of the shoulder, whilst those from the periphery are carried in 
branches of the lower intercostal nerves and referred to the abdomen. The 
pathognomonic physical sign of costal dry pleurisy is a pleural rub, strictly 
localized, usually to the point of greatest intensity of the pain. The intensity 
of the rub is not correlated in any way with the intensity of the pain; 
patients with the most intense pleural pain often breathe so shallowly that 
the rub may not be audible, and on the other hand some patients with very 
coarse pleural friction, and even palpable pleural fremitus, may be conscious 
of no pain whatever. Diaphragmatic pleurisy will not give rise to a rub, 
unless the adjacent part of the costal pleura is also involved; it may, however, 
be accompanied by hyperzsthesia of the abdominal wall corresponding to 
the segmental distribution of the intercostal nerves involved 


THE DIFFERENTIAL DIAGNOSIS OF DRY PLEURISY 
In the presence of a pleural rub, there can be no doubt of the anatomical 
diagnosis of dry pleurisy. In the absence of a rub, certain conditions must 
be considered before concluding that pain referred to the chest wall and 

increased by respiratory effort is due to pleurisy. Among these are: 
Spontaneous pneumothorax.—Although the pain of spontaneous pneumo- 
thorax is not usually of pleuritic type, a small pneumothorax may cause pain 
which is aggravated by respiration. The characteristic weakness of the 
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breath sounds without added sounds, together with the sudden onset of the 
pain, often with immediate dyspneea, and often in a patient who is otherwise 
well and afebrile, should indicate the correct diagnosis. Difficulty may arise 





With With 
serous purulent 
Dry effusion effusion 
Bacterial 
Tuberculous 
Secondary to bacterial pneumonias 
Pneumococcal 
Staphylococcal 
Hemolytic streptococcal 
Friedlander’s bacillus 
Mixed (aspiration type) 
Suppurative (lung abscess) 
Complicating virus infections (influenza, measles) 
Viral 
Bornholm disease (Coxsackie viruses) 
Associated with malignant disease 
Malignant invasion of pleura 
Secondary infection beyond bronchial obstruction 


Associated with reticuloses 

e.g. Hodgkin's disease, lymphosarcoma 
Due to hypersensitivity states, collagen diseases 

Eosinophilic infiltrations 

Polyarteritis nodosa 

Disseminated lupus erythematosus 
Due to vascular changes 

Pulmonary embolism and infarction 
Traumatic 
Secondary to subdiaphragmatic infections 
Secondary to benign pelvic tumours 

Meigs’ syndrome 








Table 1.—Causes of pleurisy 


when, as occasionally happens, spontaneous pneumothorax complicates 
respiratory infection: e.g. bronchitis in an emphysematous subject. Another 
occasional source of confusion is the shallow left-sided pneumothorax 
complicated by systolic clicks. This sound, which may be audible to the 
patient, is caused when the small collection of air is located in front of 
the heart. It is very sensitive to changes in posture. Its clicking quality and 
systolic timing should make it easy to recognize 

Cardiac ischaemic pain should give rise to no difficulty, being characteristic- 
ally central, sometimes with radiation down the left arm, and often associated 
with other characteristic features. The left breast pain of cardiac neurosis 
may be more easily confused with pain due to a chronic left pleurisy, but 
the absence of the physical signs of pleural disease, and recognition of the 
personality pattern of the cardiac neurotic should give the clue to the true 
nature of the pain. 

Injuries to the ribs sometimes cause difficulty in differential diagnosis 
When there has been a history of trauma, the diagnosis of rib fracture is 
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generally simple. The cough fractures which may occur in any condition of 
which cough is a symptom are more often missed. The sudden appearance 
of pain in the chest, strictly localized to one spot, made worse by respiratory 
effort, in a patient who has a cough, should lead to careful examination for 
localized tenderness over a rib. If this is found, it will be highly suggestive 
of cough fracture. These fractures give rise to very little, and sometimes to 
no, radiological evidence in their early stages, since there is no displacement; 
radiological confirmation of the diagnosis is often possible only after a lapse 
of several weeks when callus formation will become evident 


ETIOLOGY OF DRY PLEURISY 

When the anatomical diagnosis of dry pleurisy is certain, the problem of 
etiological diagnosis arises. The more common causes are listed in table 1 

Secondary to pneumonia.—Any type of bacterial pneumonia may give 
rise to a dry pleurisy, but the diagnosis is usually obvious. An important 
variety is that secondary to the aspiration pneumonias which commonly 
complicate acute or chronic catarrhal conditions of the respiratory tract. In 
these the diagnosis may not be so obvious. The chronic bronchitic patient 
who suffers an attack of dry pleurisy does so because a segmental or sub- 


segmental bronchus has become obstructed by infected secretions, and the 


part of the lung beyond the block has undergone collapse-consolidation, 
with localized pleurisy on the surface. If the segment concerned has its 
base on the costal pleura, a symptomatic dry pleurisy will develop. The 
diagnosis in such cases can usually be regarded as sufficiently established on 
clinical grounds alone; confirmation, if required, can be obtained only by 
radiology, which will show a segmental or subsegmental area of consolidation 

Tuberculosis gives rise to dry pleurisy, but pleurisy remaining dry is a 
complication of established pulmonary tuberculosis rather than an early 
symptom of developing disease. A tuberculous pleural effusion of the sort 
which often proves to be the earliest evidence of clinical tuberculosis may, 
of course, start with a dry phase; but a pleurisy remaining dry is not to be 
considered as a probable early symptom of pulmonary tuberculosis in a 
patient who presents no other evidence of the disease 

Pulmonary infarction is an important cause of a dry pleurisy. It should be 
thought of especially in patients who develop pleurisy postoperatively, and 
also in those in whom there is known to be a potential source of pulmonary 
embolism, such as a peripheral phlebothrombosis, auricular fibrillation, or 
coronary thrombosis. Nevertheless, it can occur in patients in whom no such 
source is obvious. It will often be accompanied by other symptomatic 
evidence of pulmonary infarction in the form of hemoptysis, but this is by 
no means invariable. Radiographic evidence in the form of shadowing 
indicative of a hawmorrhagic infarction may be present, but may be 
insignificant; pleural effusion may develop later. 

Bornholm disease is often described as epidemic myalgia, since in many 
outbreaks the pain appears to have its origin in the muscles. In such cases, 
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the intercostal muscles and accessory muscles of respiration are often 
affected and Bornholm disease enters into the differential diagnosis of dry 
pleurisy. In other outbreaks, however, pleurisy, as shown by the presence 
of unmistakable pleural friction, is a frequent feature. In either case, the 
course of the illness, starting with dramatic suddenness, sometimes with 
two or three bouts of fever and muscle pain, and resolving spontaneously, 
without x-ray evidence of pulmonary or pleural disease, is characteristic; 
and the occurrence of a group of such cases should leave no reasonable doubt. 
Serological evidence of infection by a Coxsackie virus will prove the point; 
for this, samples of serum taken during the acute phase and during 
convalescence are required. 


PLEURISY WITH EFFUSION 
As with dry pleurisy, the diagnosis falls under two headings: the anatomical 
diagnosis of the presence of the effusion, and the etiological diagnosis of the 
cause of the effusion. 

Among the most frequent conditions which are confused with pleural 
effusion are pneumonias of various sorts. Some pneumonias, notably some 
of those associated with epidemic influenza, give rise to a soft edematous 
type of consolidation which causes extreme dullness and weak or absent 
breath sounds rather than the bronchial or tubular breathing of most 
bacterial pneumonias. These signs, taken by themselves, could, of course, 
readily be confused with those of pleural effusion. In such cases, however, 
the symptoms and course of the illness should give rise to little difficulty in 
the diagnosis of the presence of an underlying bronchopulmonary infection. 
The converse probiem—the misdiagnosis of an effusion as a pneumonia 
sometimes arises, especially in children. A large effusion causing complete 
airlessness of the underlying lung, or an effusion overlying a consolidated or 
collapsed lung, will conduct bronchial breath sounds strongly, and in these 
circumstances the diagnosis of pneumonia may be made and that of the 
effusion missed. In either of these circumstances the most certain solution 
to the diagnostic problem is provided by a diagnostic paracentesis, which 
should be performed over the dullest area of the costal pleura, bearing in 
mind that the diaphragm may be high and that one of the commonest causes 
of failure to find fluid in the pleura is inserting the needle too low. 

Other conditions which may more rarely be confused with pleural effusion 
are large solid intrathoracic tumours, large liquid-containing intrapulmonary 
and intrathoracic cysts, diaphragmatic hernia containing solid viscera, and, 
on the left side, a full stomach without gas bubble, which may elevate the 
left side of the diaphragm sufficiently to give an erroneous impression of a 
left pleural effusion. Radiography should give the clue to the correct 
diagnosis in all these circumstances. 


ETIOLOGY OF PLEURISY WITH EFFUSION 
When the anatomical diagnosis of the presence of a pleural effusion has been 
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made, it is necessary in all cases to carry out diagnostic paracentesis because 
in no other way can the presence of a purulent effusion be excluded. In 
the following discussion, it is assumed that a diagnostic paracentesis has 
proved the presence of a serous, non-purulent effusion. It is also assumed 
that the causes of pleural transudates—congestive heart failure, renal disease, 
severe deficiency states—can be excluded. Table 1 lists the various headings 
under which the causes of serous effusions can be grouped. 

Tuberculosis used to be said to be the most common cause of a serous 
pleural effusion. This was certainly true in Great Britain in the days before 
the availability of antibacterial agents for the treatment of pneumonias, and 
before carcinoma of the bronchus became a more frequent cause of death 
than tuberculosis. Now the differential diagnosis between tuberculous 
pleural effusion, effusion secondary to pneumonia and effusion associated 
with malignant disease of the bronchus is acommon problem in this country. 


The tuberculous nature of a pleural effusion may be very probable on 
clinical grounds alone. A young person who has a history of general ill 
health for some weeks or even months before the development of a serous 
pleural effusion, with fever and without other important respiratory symp- 
toms, is most likely to be suffering from a tuberculous pleural effusion. If 
tHere is a history of recent contact with open pulmonary tuberculosis, this 
probability becomes almost a certainty. Whether or no tubercle bacilli are 
found in the effusion depends to a large extent upon the resources available 
for demonstrating them. Culture of a single specimen of the effusion is 


likely to produce a positive result in only a minority of cases; in series of 
cases of apparently primary pleural effusion in young people in which a 
special effort has been made to demonstrate tubercle bacilli, by the use of 
methods outside the normal limits of clinical investigation, it has usually 
proved possible to demonstrate tubercle bacilli in a large majority of cases. 


In the pleural effusion secondary te pneumoma, the diagnosis should not be 
difficult if the original pneumonia has been observed. In some cases, 
however, the pneumonia may have passed undiagnosed, especially if anti- 
bacterial drugs have been given at the beginning of a febrile illness before 
the diagnosis has been established. In such cases there will usually be a 
history of cough and sputum, which does not occur in an uncomplicated 
tuberculous effusion ; there may be a leucocytosis in the blood, and organisms 
commonly associated with bacterial pneumonia may be present in the sputum 


Bronchial carcinoma is associated with two types of pleural effusion, and 
it is important to distinguish between them. In the first type, the effusion is 
essentially of simple inflammatory origin, being due to the extension to the 
pleura of inflammatory changes in the lung beyond a carcinoma obstructing 
a major bronchus. In the second type, the effusion is due to extension to 
the pleura of the malignant disease itself. The first type may absorb as a 
result of antibacterial treatment with or without aspiration, and it does not 
necessarily indicate that the condition is inoperable. The second type contra- 
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indicates any attempt at surgical treatment. True malignant pleural effusions 
may complicate metastatic malignant disease of the lungs. 

In the differential diagnosis between the pleural effusions of tuberculous 
origin, secondary to pneumonias and associated with malignant disease, 
the decision has often to be based upon clinical and radiological evidence 
alone. Cytology of the effusion rarely gives any immediate help. In al! three 
types of effusion, a single specimen may give a differential cell-count ranging 
from 100 per cent. lymphocytes to a slight excess of polymorphonuclear 
cells. An effusion which remains .persistently lymphocytic on repeated 
paracentesis is suggestive of a tuberculous origin, but no more than this. 
In the early stage of a tuberculous effusion, most of the cells may be poly- 
morph nuclear. The finding of tubercle bacilli establishes the diagnosis of 
tuberculuus pleural effusion, but is rarely effected by direct examination; 
the delay of six to eight weeks before the results of cultural examination are 
available prevents bacteriological study from being helpful in the immediate 
diagnosis of pleural effusion. Very occasionally a clear effusion secondary to 
pneumonia may contain the causative organism but, especially with anti- 
bacterial treatment, this is rare. Rarely also will cytological examination of a 
clear pleural effusion reveal malignant cells and establish the diagnosis of 
true malignant pleurisy. When malignant disease of the bronchus is sus- 
pected, bronchoscopy should, of course, be carried out, but in cases presenting 
with pleural effusion the underlying growth may be peripheral and beyond 
bronchoscopic vision. Often in the early stages of this difficult group of 
pleural effusion, the diagnosis upon which immediate management must be 
based is more dependent upon consideration of the history and the clinical 
aspects of the case than upon the results of laboratory investigation. 

A subsidiary problem which often arises in cases of this type is the 
significance of bloodstaining of the effusion. Any type of serous pleural 
effusion may o2 occasion be bloodstained. Bloodstaining from the trauma of 
paracentesis can usually be excluded, since in these circumstances the blood 
will not ve uniformly distributed through successive specimens of fluid. A 
slightly bloodstained fluid need not give rise to any special suspicion of the 
presence of malignant disease, but an effusion which is not only blood- 
stained but reaccumulates rapidly after paracentesis, and possibly also be- 
comes more and more bloodstained, is most suggestive of malignant pleurisy. 

Some less frequent causes of pleural effusion are of sufficient practical 
importance to warrant more extended mention. 

Effusions secondary to subdiaphragmatic infections are more frequent on 
the right side than on the left. In temperate countries, the most common 
type of subdiaphragmatic infection causing pleural effusion is subphrenic 
abscess. In the tropics, ameebic abscess of the liver is a frequent cause. The 
pleural effusion in either case may be accompanied by atelectasis of part 
or the whole of the lower lobe of the lung; if so, the displacement of the 
heart to the opposite side which normally occurs with a pleural effusion of 
any considerable size will not be observed. The history and physical 
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examination will usually give some hint of the underlying abdominal disease. 
In all cases of pleural effusion, especially on the right side, presenting 
unusual features, the possibility that it is secondary to a subdiaphragmatic 
infection must be borne in mind. 

Meigs’ syndrome of persistent pleural effusion associated with ovarian 
tumours, either benign or of low malignancy, and curable by removal of the 
tumour is of importance, although it is rare. The pleural effusion is usually 
accompanied by detectable ascites, and the general clinical picture is so 
strongly suggestive of inoperable malignant disease that many patients have 
been left untreated for considerable periods. The commonest causative 
tumour ts a benign ovarian tumour, removal of which leads to complete cure 


TREATMENT 
In dry pleurisy, the problem of the immediate relief of pain will arise 
The advisability of using two of the most effective methods of relieving 


pain—the administration of analgesic drugs and the restriction of the move- 
ment of the chest wall by strapping—will depend upon the cause of the 
pleurisy. In cases in which it is secondary to broncho-pulmonary inflamma- 


tions, with excess of secretions, these two methods must be used with 
extreme caution. It is probably best to avoid drugs such as morphine and 
its analogues, which depress the respiratory centre and lead to shallow 
breathing. On the other hand, in conditions in which there may be no 
excessive secretions in the respiratory tract and thre pain may be severe, 
there is no contraindication to the use of opiates 

An effusion associated with non-tuberculous pneumonia is best treated 
by repeated aspiration as often as the effusion accumulates, together with 
the administration, parenterally and intra-pleurally, of appropriate anti- 
bacterial drugs. Penicillin is nearly always the best drug to use for this 
purpose: 100,000 to 500,000 units injected into the pleura after each 
aspiration, dependent upon the size of the effusion. At the same time one 
million or two million units daily in divided doses should be given intra- 
muscularly. It is important to remember that the response to this treatment 
may not be immediate; as long as the effusion continues to accumulate, 
toxic symptoms and signs may continue 

An effusion which is known to be tuberculous should be treated by long- 
continued administration of appropriate antibacterial drugs. Isoniazid, 100 
mg. twice daily, with sodium PAS, 3 g. four times a day, is a convenient and 
effective combination. These drugs should be continued for four to six 
months, even if the effusion clears up promptly. Whether or not tuberculous 
pleural effusions should be aspirated as a routine is undecided. It is probably 
best to aspirate them only for special indications such as accumulation to an 
extent sufficient to embarrass respiration, and failure to absorb after three to 
four weeks’ observation. After the acute stage is over the patient should be 
reviewed with chest x-rays every three months for two years and every six 


months for another three vears. 








RESPIRATORY DISORDERS IN 
INFANTS AND YOUNG CHILDREN 


WITH SPECIAL REFERENCE TO RECURRENT STRESS 
BRONCHITIS 


By RONALD MAC KEITH, D.M., F.R.C.P. 
Assistant Physician in the Children’s Department, Guy's Hospital 


ON one in every thousand days the average general practitioner will lose, 
from bronchitis or pneumonia, a child for whose care he has been respon- 
sible. Every year 6000 infants, and a further 1000 children under five years of 
age, die of respiratory disorders. After prematurity, respiratory disorder is 
the most important cause of deaths of children under 5 years old. It also 
kills 5 per cent. of the children who die between the ages of 5 and 15 years. 

Whilst statistically common, fatal respiratory disorder is a rare thing for 
each general practitioner. This need not make a day-to-day striving for 
prevention a forlorn ideal. Whatever our plan is to be, we shall have to 
consider the facts that fatal respiratory illness is 60 times as common among 
babies under 1 year of age, as it is at 10 to 15 years, and forms six times as 
high a proportion of the deaths. Pneumonia, ‘the friend of the aged’, is the 
enemy of babies. Morbidity figures are difficult to get although we all 
know colds and coughs are common in small children. The Newcastle 
Survey (Spence, 1954) on the progress of children up to the age of 1 year, 
showed that 1 in 4 had a severe cold, 1 in 5 bronchitis, 1 in 10 pertussis, 
1 in 25 pneumonia. In brief, 1 in 3 children had a respiratory illness in their 
first year of life. 

COLDS 

Being a consultant, my experience of patients with colds and coughs is 
limited. I have, however, observed closely four children. The eldest has 
red hair and a red-hair temperament. Her colds last two days. The middle 
two have the more ordinary mouse-colour hair and their colds last one or 
two weeks, often ending in a purulent nasal discharge. The youngest, the 
only brown-eyed one, is, as regards his colds, betwixt the two other types. 
These figures are not statistically significant but I wonder if, in the 
experience of others, rather red hair or being temperamental, is correlated 
with throwing off colds quickly. 

The common cold is usually but a minor nuisance to an adult or older 
child. For a baby it may be much more. He cannv. breathe and so he is 
wakeful, increasing his mother’s lack of adequate rest. He cannot feed 
easily at breast or bottle. He may get otitis media, croup, or bronchitis. His 
digestion may be upset and this may progress to diarrhcea and vomiting. 

While he has a cold it is wise to give the bottle-fed baby rather less food. 
It is not necessary to cut the breast-fed baby’s feeds. There is no specific 
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treatment for virus infection but the secondary bacterial infections can be 
treated with sulphonamides or antibiotics. All such infections do not need 
such treatment but if the baby is newborn or frail, if the general upset is 
considerable, if a purulent nasal discharge lasts more than a day or two, or 
if there is otitis media, antibiotics should be given. I used to find chlor- 
amphenicol very good but the occasional blood disorders now make me 
reserve chloramphenicol for more serious illnesses which have proved 
refractory to other drugs. Nasal obstruction can be relieved by nose-drops 
of ephedrine, 0.5 per cent. in saline. Oily ephedrine should never be used; 
it can get into the lungs and cause a chronic inflammation there. Nor should 
ephedrine be used for more than a few days at a time. Nasal drops of 
tyrothricin combined with ephedrine are useful. 

Oral penicillin, in doses of 1 million units a day, usually works but I 
would hesitate to advise general practitioners in an art they are more 
practised in than I am. Sinusitis seems to me hardly to deserve consideration 
as a separate disease in babies. Maxillary antra are not present (and even 
in older children x-ray appearances of the sinuses and antra are unreliable). 
I prefer to look to see if there is pus in the nose, using an electric auriscope 
if need be. Control of a purulent rhinitis will practically always deal with 
any sinusitis that may be present. 


CROUP 

I find croup an alarming symptom. Some of my own children have developed 
croup with otherwise mild respiratory catarrhs. This has happened more in 
their second than first year and only in the winters. They have had, perhaps, 
a mildly hoarse cough in the daytime but in the night have developed stridor 
and sometimes restlessness in sleep which has worried me. They get hot 
drinks, a sheet is hung on the fireguard and kept damp; sometimes they have 
been given chlortetracycline. In an hour or two the croup has become 
minimal. If such stridor does not settle I would consider it an occasion 
for using chloramphenicol. Gaisford and Lightwood (1953) recommend 
reassurance of the parents by a trusted general practitioner, and pethidine, 
5 to 20 mg., varying with age and weight of the child. I have no experience 
with pethidine but it deserves to be used. 

It must often be difficult to decide whether to send a child with stridor 
to hospital. When such a child arrives, treatment includes general measures, 
antibiotics and a steam tent. Only the closest watch will show whether 
tracheotomy is needed. Restlessness is a sign of anoxia. I prefer not to put 
the child in an oxygen tent, but nasal oxygen or a mask can be used. Laboured 
breathing may be due to laryngo-tracheo-bronchitis, bronchiolitis, or asthma, 
and these will need to be considered in the differential diagnosis. 


ACUTE BRONCHITIS AND PNEUMONIA 
The labels or diagnosis given to children with acute respiratory illnesses 
deserve definition. Boesen (1953) contends that bronchitis is recognized by a 





694 THE PRACTITIONER 


persistent cough. I would prefer to remember that Professor Alan Moncrieff 
taught me that ‘nine out of ten coughs in childhood originate above the 
larynx’. To diagnose bronchitis therefore I would insist on hearing rales 
in the chest. Of children seen with signs of bronchitis the Newcastle survey 
frankly states that they called the worse cases pneumonia and the milder 
ones bronchitis. 

I prefer to diagnose pneumonia only if there are signs of consolidation 
either on clinical examination or on a skiagram. I confess that x-rays often 
show consolidation which I have not detected clinically. In practice the 
presence or absence of consolidation is unimportant. Bronchitis by itself 
can be a serious or fatal disorder in babies, and so any child seriously ill 
with an infection of the lower respiratory tract needs full treatment. 

The clinical picture of acute infective bronchitis is typically of a baby 
from a home with a less adequate mother, often with older sibs who come 
home from school with colds. The baby’s illness starts with a cold caught 
from someone else, and progresses over several days to a more serious illness 
with cough, fever, rales in the chest and more or less general upset. 

While such a baby is ill, he will want less food. Sulphonamides and or 
antibiotics should be given. ‘The single-dose treatment is practical and often 
successful (Joseph, 1955). A baby will receive 2 grains (0.15 g.) per Ib. body 
weight up to a maximum of 4 grammes of sulphonamide, or 1 million units 
of penicillin (orally in milder cases). If such ‘stoss’ therapy (Gaisford, 1951) 
is used, the situation is reviewed after twelve hours when, if the child is not 
beginning to respond, further doses will be given. These babies may change 
rapidly for the better or the worse. Any baby with cyanosis should have 
oxygen and also a combination of two antibacterial agents. 

Acute primary pneumonia is not common in infants in this country. The 
signs of consolidation often do not appear for several days after the onset 
The infant has rapid but not difficult respiration. The response to treatment 
is usually quick. Empyema has become a rarity. Without x-rays, broncho- 
pneumonia is often indistinguishable from bronchitis. It is usually a 
complication of an illness such as measles or pertussis. In babies the prog- 
nosis of broncho-pneumonia today may be better than that of a moderately 
severe bronchitis; in other words, an x-ray finding of scattered areas of 
consolidation does not necessarily imply a grave prognosis. 


RECURRENT BRONCHITIS 
Bronchitis is more rarely diagnosed if we remember that most coughs in 
childhood are due to infection of the nasopharynx and that the diagnosis is 
not established without hearing rales or rhonchi. Chromic bronchitis is rare 
in children of any age and very rere in infants. A few such children have 
chronic nasal infection, and a very few have bronchiectasis or heart failure 
from congenital heart disease. 


FIBROCYSTIC DISEASE OF THE PANCREAS 
A major advance in pediatrics in the last few years is-the better under- 
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standing of the steatorrhaas. Fibrocystic disease of the pancreas may present 
as intestinal obstruction in the newborn (from ileus due to thick meconium), 
as recurrent respiratory infection in early childhood, or as a steatorrha@a 
usually recognized in the second year of life. Consequently, when a child 
under a year old seems to have asthma, pertussis, or recurrent bronchitis, 
the possibility of fibrocystic disease as the underlying cause nowadays passes 
through the mind. The child may be eating well (in contrast to the cerliac 
patient) but his stools will be frequent and foul. Until now, diagnosis has 
been established by duodenal intubation, thus demonstrating deficiency of 
external pancreatic secretions. There are partial degrees of pancreatic fibrosis 
which may show themselves only in older children. With careful supervision, 
regular postural drainage, thorough treatment of acute respiratory infections, 
and administration of enough pancreatic extract to keep the stools normal, 
or nearly normal, the prognosis is probably fairly good 


RECURRENT INFECTIVE BRONCHITIS 
Recurrent infective bronchitis occurs as a sequel to recurrent infections of 
the upper respiratory tract. The pharynx is usually red, there is muco-pus 
in the nasopharynx and the ‘tonsillar’ lymph glands are enlarged. The onset 
is gradual and the cough, at first dry, is later moist. 


ACUTE BRONCHIOLITIS AND BRONCHO-PNEUMONIA 
Acute bronchitis is not always considered to be a serious malady, especially 
if, as in the Newcastle survey, the more seriously ill children are labelled 
as broncho-pneumonia. If the criteria of morbid anatomy are used, however, 
bronchitis in babies can be grave or fatal. The disseminated consolidation 
of broncho-pneumonia can often only be recognized by x-ray examination, 
but even so, some children are gravely ill without clinical or radiological 
evidence of consolidation. They may be obviously dyspnacic or they may 
show their anoxia by restlessness. Such a serious clinical picture may be 
due to bronchitis, to bronchiolitis or, rarely, to laryngo-tracheo-bronchitis. 
In the first, there will be medium rales or ruttling (1 use the term ruttling, 
because to many the term rhonchus implies both the whistlings of air in 
narrow pipes and the ruttling noise from air passing through or over thick 
secretions); in the second, there will be only fine riles; in the third, there 
may be laryngeal stridor, but the accompaniments tend to be few: coarse 
rhonchi and ruttling from the tenacious drying crusts in the bronchi. If 
dyspneea is a prominent feature, it may be difficult to differentiate between 


laryngo-tracheo-bronchitis, bronchiolitis and broncho-pneumonia. 


These clinical pictures due to infections may be closely simulated by a 
variant of asthma. The child may be febrile with laboured breathing and the 
x-ray may show nothing abnormal or may show lungs distended with air 
I do not use the word emphysema, as that may be taken to imply a permanent 
change in the lungs. Sometimes in these children with severe dyspnea 
from bronchospasm, no rales are heard on auscultation. It is important 
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to remember that these babies may have bronchospasm. One or two minims 
(0.06 to 0.12 ml.) of adrenaline may have no effect. Several doses should 
be given at half-hour intervals. Antibiotics should also be given as the 
clinical picture may be due to an infective bronchitis; or, if it is due to an 
asthmatic reaction, this may have been triggered by an otherwise minor 
infection. 


ASTHMA AND THE STRESS DISORDERS OF THI 
RESPIRATORY SYSTEM 
Asthma is all too common in children. It occurs, but relatively less 
commonly, in babies. When it occurs it may be atypical and difficult to 
recognize. 

In 1952, O’ Neill wrote in this journal on asthma as a stress disorder. 
Like headache or pyrexia, asthma ig a non-specific reaction which may be 
induced by a variety of causes. It is a non-specific reaction to a variety of 
stresses and it occurs in people who have a certain constitution, the result 
of their inheritance or life experiences. 

A child aged two fell on the conveyor belt of a chaff cutter which was stopped 
as she was being carried into its machinery. When picked up she had acute dypsnaa 
with her chest in full inspiration. She was having asthma. Thereafter when she was 
frightened or otherwise upset she had an attack of asthma. There was no family 
history of asthma. Although it might be said that the asthma was induced by the 
dust of the chaff, it seems to me that in the acute panic she had acquired a particular 
pattern of reaction to stress. 

Asthma has been defined as a disorder characterized by dyspnea and 


wheezing. Most of us would recognize in older children a recurrent 
‘asthmatic’ bronchitis which occurs without dyspnoea but is benefited by 
the drugs which help in asthma. If asthma is dyspnoea and wheezing and 
rales, then asthmatic bronchitis is wheezing and rales. Among these stress 
disorders of the lower respiratory tract there is a further variant in which 
there is no dyspneea and no wheezing, but many rales. 

To this disorder I would draw special attention as I feel it is not sufficiently 
recognized, The clinical picture as seen in a five-year-old is that of recurrent 
attacks, of sudden onset and sometimes of sudden cessation, and often, 
but not always, pyrexia; a varying degree of general disturbance ; a character- 
istic paroxysmal cough, worse at night, often causing vomiting; many rales 
and rattlings on auscultation. 

As in asthma, these attacks may be induced by allergens, infections, 
exposure to hot and cold temperatures, and by emotional tensions. In my 
experience the search by history or other means for allergens has not been 
productive. It has been more profitable to inquire whether attacks follow 
exertion, fatigue, anxiety, laughter, excitement (‘did an attack occur on 
Boxing Day?’). Teething may be the precipitant in younger children. ‘The 
attack may follow an infective cold, caught from someone else. Often the 
mother will comment chat the child produces his own colds; a story which 
suggests that the ‘cold’ was paroxysmal rhinorrhea and not of infective 
origin. When asthma or stress bronchitis follows a nasal infection, it is, | 
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think, rarely due to an allergy to bacterial proteins. More commonly the 
infection acts as a stress precipitating the attack, which often bears no 
relation in its severity to the severity of the ‘cold’. A further criterion that 
a disorder is due to asthmatic mechanisms is a good response to ephedrine, 
methylephedrine, or adrenaline. 

When seeing these children between attacks, I have been struck by two 
things: the rarity of enlargement of their ‘tonsillar’ glands as compared with 
children having recurrent infective bronchitis; and, secondly, that even 
when the mother says the child is at the moment well and has been well for 
several weeks since the last attack, auscultation often reveals many rales and 
rhonchi. An older child may admit that he is short of breath when playing 
football or that exertion makes him cough. Many of these children with 
persisting rales are wrongly suspected of having bronchiectasis. 

The cough described is obviously very like that of pertussis. Evans (1934) 
writing on the ‘clinical diagnosis of whooping-cough without the whoop 
said that the diagnosis of pertussis may be made in a child aged less than 7 
years who has a cold which has progressed steadily to a dry cough, becoming 
paroxysmal, worse at night and followed by vomiting. We must now add 
stress bronchitis as a possible cause of such a cough. When such a cough is 
present, contact with pertussis or an attack of pertussis in the last twelve 
months should be excluded, for after pertussis a later infection of the 
respiratory tract may cause a recrudescence of the paroxysmal cough. It 
should be noted that the paroxysmal cough of pertussis develops over a 
week or two; the paroxysmal cough of recurrent stress bronchitis is usually 
present within a day of the onset. 

The differential diagnosis between recurrent infections (from viruses or 
bacteria) and recurrent affections from stresses (allergens, infections, 
emotional tensions) is relatively easy in older children compared with 
infants. A family history may be suggestive. A history of infantile eczema is 
a pointer. The mechanism of these attacks deserves some consideration. In 
asthma, the obstruction to respiration may be contributed to by:—(1) 
Increased secretion in the lumen. (2) Swelling of the mucosa from edema. 
(3) Swelling of the mucosa from hyperemia. (4) Contraction of the circular 
muscle. 

The first three causes are present in infections of the bronchi and so it 
is not surprising that wheezing is heard in infants with infective bronchitis. 
(Incidentally, although not a musician, | wonder whether wheezings and 
whistlings are not evidence that air is passing from a narrow into a wider 
air tube. In other words, would a uniform contraction of air passages cause 
whistling noises?) Infants have narrow bronchi and bronchioli (which may 
measure only 0.1 mm.) and so we would expect wheezy bronchitis to be 
commoner in infants than in older people. Most of the babies who wheeze 
with bronchitis do not go on to recurrent asthma, or to wheezy bronchitis, 
or to stress bronchitis. Wheezing infants are usually not candidates for 
asthma later on, Parents may be anxious about this, even though they do 
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not tell the doctor of their anxiety. Although the Newcastle survey doctors 
state that, in many cases of bronchitis in infants, no evidence of infection 
could be identified, they do not recognize a stress bronchitis in their infants. 
They assume that all bronchitis is infective. 


TREATMENT 

In the acute respiratory infection of older children, treatment is often 
unnecessary. It is always of interest to persuade a newly qualified person 
not to treat such a child so that he or she may observe that the temperature 
(commonly) falls to normal in twenty-four hours without treatment. There 
are, however, two reasons for treating acute respiratory infections: to help 
the victim and to prevent the spread to others. In babies I incline to much 
more active treatment than in older children. It is not always possible to 
distinguish virus from bacterial infections, or infections from stress re- 
actions, but as the precipitant stress may be an infection and as bacterial 
infection is commonly secondary to a virus or to a stress reaction, it is 
reasonable to give antibacterial drugs to children with ‘bronchitis’. If the 
illness seems probably an infective one, then penicillin or penicillin and 
sulphonamides, in a single large dose, will usually be adequate. The child's 
progress may be reviewed after twelve hours or he may be put on oral 
treatment to follow up an initial injection. In many cases oral treatment 
from the start is fully adequate. If the illness seems to be a stress reaction, 
I would be inclined to give antibacterial therapy until the chest is clear again 
and also to give antispasmodics throughout (ephedrine, } grain [8 mg.] 
four times daily for a small baby, and } grain [16 mg.] thrice daily for a 
year-old child, adding phenobarbitone if the child is wakeful). I usually 
prescribe equal doses of both ephedrine and phenobarbitone. For older 
children I use 4 grain (20 mg.) of methylephedrine which is equivalent to 
} grain (16 mg.) of ephedrine. The tablets are # grain (40 mg.) and so breaking 
them into quarters for small babies is not easy. Adrenaline is given when 
dyspneea is severe or if the chest is held in inspiration: 1 to 2 minims (0.06 to 
0.12 ml.) injected every hour for several doses. I have fallen into the error of 
thinking that because a dyspneea did not respond to one dose of adrenaline, 
it must therefore be due not to bronchospasm but to tracheo-bronchitis; 
so now if I give adrenaline I repeat the dose until relief is obtained. When 
babies and older children have much secretion in the bronchi, regular 
postural drainage continued over considerable periods seems to help in the 
attacks and to diminish the severity of recurrences. An instruction card for 
the child is available from the Central Council of Health Education. 


PROPHYLAXIS 
Promotion of good health diminishes the severity of infections. Dr. Helen 
Mackay, in the course of her work on infant hemoglobin level twenty years 
ago, found that giving iron to babies reduced the number of respiratory 
infections. This experiment seems to me well worth repeating in a practice 
or an infant welfare centre, although with the present higher general level 
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of nutrition in pregnancy and infancy, it may well be that the same will not 


be found so commonly. The more poorly cared for child is the child we 
want to protect and for him a monthly injection of intramuscular iron until 
his haemoglobin level is normal should be considered. Vitamin supplements 
should be taken by all babies but there is no good evidence that extra 
vitamins or sun-ray treatment diminishes the number of colds 

Che infant acquires his infections from those around him. An adult with 
a cold may cause bronchitis in a toddler and pneumonia in an infant; the 
grown-ups should be reminded of this. Older brothers and sisters bringing 
home colds from school should be kept away from the infant. ‘The presence 
of a baby in the household will be a good reason for more energetic treat- 
ment of nasal infections in other members of the household. Protecting 
infants from infections is likely to be by far the most rewarding line of 
prevention of serious and fatal respiratory illnesses in infants. An energetic 
attack on such infections will diminish serious infections and also diminish 
the milder infections which act as triggers of stress bronchitis and will 
diminish the secondary bacterial infections which may invade the sodden 
mucosa resulting from stress rhinitis and bronchitis 

Can a tendency to stress bronchitis be diminished? I think the answer is 
‘yes’. There is some evidence that breast-fed babies have fewer allergic 


; } 


disorders. ‘This needs confirmation and provides a good research project for 


general practitioners. When there is a strong family history of allergic 


disorders, | would be more inclined to encourage and help the mother to 


; 


breast-feed. ‘To some extent it seems that these children get into a vicious 


circle. If yo can diminish the severity and frequeacy of attacks of stress 


bronchitis, they may well grow out of them the more quickly is an 
eral use of antibacterial and antispasmodic agents in 


recurrent bronchitis in all children, even in babies, and also for explaining 


lib 


argument fot 


to parents that most wheezy babies do not have asthma in later life (Boesen 
1952) 
PROGNOSIS 
We do not know the prognosis of wheezing babies, except that the majority 
grow out of the wheezing. This seems to me the field in which general 
practitioners can give answers that no one else can. What proportion of 
whéezing babies go on to be wheezing children? How can one pick out 
those children who need more energetic treatment to promote recovery 
from this tendency? Does energetic treatment in infancy make any 
difference? 
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Croup is a familiar childhood symptom and generally causes the family 
doctor no great anxiety but it occasionally presages the onset of the dangerous 
and alarming condition, acute laryngo-tracheo-bronchitis. This disease, 
which has been overshadowed by diphtheria in the past, has received little 
attention until recently. Otolaryngologists in the United States were the 
first to study it and in the past few years several articles have appeared in 
this country. 

The condition is characterized by acute and rapidly progressive respira- 
tory obstruction associated with inflammation of the larynx, trachea and 
bronchial tree. The mortality rate has been greatly reduced by modern 
treatment but it is still high and acute laryngo-tracheo-bronchitis should be 
treated as a grave emergency. In an epidemic in Dundee (Forfar et ai., 
1951), the over-all mortality was 18 per cent. and in cases classified as severe 
it was 44 per cent. In a study of the incidence and pathology of this condition 
based on a series of necropsies carried out on children dying in Sheffield, 
Emery (1952) concluded that it accounted for more deaths in the age-group, 
six months to two years, than all the generally recognized and notified 
infectious diseases. 

TERMINOLOGY 
There is considerable confusion about the term acute laryngo-tracheo- 
bronchitis and nearly every writer has a different definition of it. Whilst 
some consider it to be synonymous with croup resulting from any cause, 
others look upon it as a specific disease, probably a virus infection. The term 
is probably best used for any respiratory infection in which there is evidence 
of laryngitis as manifested by hoarseness, stridor and a croupy cough 
associated with signs of bronchitis. In many cases the trachea and bronchi 
are filled with an extraordinarily thick and tenacious exudate. This, however, 
is not a constant feature. Such inflammatory changes occurring in a child 
lead to respiratory obstruction and the characteristic clinical picture. It is 
often referred to as acute obstructive laryngo-tracheo-bronchitis and is, 
with acute bronchiolitis, what in the past has been called ‘suffocative 
catarrh’. The condition should be considered as part of an anatomical 
classification of infections of the respiratory tract starting with acute 
laryngitis and acute epiglottitis and extending down to bronchitis and 
bronchiolitis. 
ETIOLOGY 
It is generally considered that acute laryngo-tracheo-bronchitis is a virus 
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infection, often aggravated by secondary bacterial invasion in which the 
Haemophilus influenzae type B plays a prominent part. This is not to be 
confused with the influenza virus B but is a pathogenic form of H. influenze, 
an organism often found in the normal flora of the respiratory tract. ‘There 
is no direct evidence of a virus as the cause. ‘The uniformity in the clinical 
appearance and pathological findings suggests a common infecting agent 
which, in the absence of a consistently predominant bacterial organism, has 
led to the belief that it is a virus. On the other hand, it is possible that it is 
a non-specific reaction to a variety of organisms, and in fact there is no 
convincing evidence that it is primarily an infection (Emery, 1952). Most 
cases arise during the autumn and early winter months and are generally 
reported from the larger towns and cities. It is worth considering therefore 
what part ‘smog’ or impurities in the air may play in the etiology of the 
disease. Gans (1954) noticed a definite effect of the severe fog in London in 
December 1952 on cases of bronchiolitis occurring at the time. The Dundee 
cases were admitted to two hospitals in a city of 182,000 inhabitants. These 


hospitals served a regional population of 400,000 but no cases were admitted 


from outside the city. The disease appears to be much rarer in rural areas 

Acute laryngo-tracheo-bronchitis is most likely to occur when upper 
respiratory infections and influenza are prevalent among adults. ‘There is no 
reason, however, to suspect the influenza virus as the cause. Rabe (1948), 
in an analysis of 347 cases of ‘infectious croup’, divided them into three 
types each of which he considered presented a clear-cut clinical picture 
Twenty-two were due to C. diphtheria and in 28 cases H. influenzae type B 
was present. In the remaining 297 no organisms were found to be present 
in a consistently higher percentage than in the normal flora of the naso 
pharynx and he labelled these virus croup. Sinclair (1941) and Miller (1948) 
have each described groups of cases which they considered due to H 
influenza type B. In this country H. influense type B has not been found so 


consistently Streptococci and staphylococci appear to play an equal part 


INCIDENCE 

Assessments of its frequency of occurrence vary considerably. Some des- 
cribe it as a rare disease whiist others consider it more frequent than has 
been supposed. This is partly the result of the difference in terminology but 
is also due to cases being undiagnosed. Sudden death in children is often 
the result of fulminating laryngo-tracheo-bronchitis or bronchiolitis. As has 
been said, it is more frequent in the larger towns and most cases occu! during 
the late autumn and winter. It occurs when respiratory infections are 
common in the general public and it probably occurs in adults, but presents 
in the alarming form of acute respiratory obstruction only in children 
because of the smaller size of the respiratory passages. For the samme reason 
it is most commonly seen and is most severe in the age-groups, six months 
to three years. It is seen twice as often in boys as in girls. Epidemics have 
been described, including the one in Dundee 
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CLINICAL FEATURES 
Acute laryngitis, acute epiglottitis or supraglottic laryngitis and acute 
laryngo-tracheo-bronchitis should be considered together as ‘non- 
diphtheritic infectious croup’. They are the result of the same disease process 
and arise according to the degree of spread of the laryngeal inflammation. 
The characteristic symptoms and signs of each depend upon which parts of 
the respiratory tract are involved. 

Acute laryngitis rarely leads to severe respiratory obstruction. There are 
hoarseness and aphonia due to involvement of the vocal cords. ‘The tempera- 
ture is not usually very high. The child has a croupy cough and is stridulous 
but dyspnoea is not marked. There is no evidence of bronchitis. 

Acute epiglottitis.—In this condition the epiglottis and supraglottic regions 
are involved while the vocal cords are unaffected. The swollen red epiglottis 
can be seen on simple examination of the throat. The patient complains of 
sore throat. There is a high fever and extreme dyspncea. Toxamia is marked. 
The voice may be unaffected as the vocal cords are not involved. Rabe (1948) 
considered this to be a specific condition caused by H. influenza type B. 

Acute laryngo-tracheo-bronchitis.—Evidence of upper respiratory infection 
is often present in these cases, but not always. There is usually a croupy 
cough preceding the onset of stridor and respiratory obstruction which 
comes on suddenly and is rapidly progressive. The patient is in acute distress 
in a matter of hours. The laryngeal inflammation and edema produce 
inspiratory difficulty in the initial stages but as the bronchi and bronchioles 
become involved with the production of thick tenacious exudate, expiration 
also becomes embarrassed. The respiratory rate is raised and tachycardia is 
a constant finding. Soon, suprasternal, infrasternal and intercostal retraction 
is present and the accessory respiratory muscles are in full play but, as the 
obstruction increases, the breathing becomes shallower and retraction is not 
so obvious. Cyanosis is not present in the early stages but the child is very 
toxic and in the more severe cases an ashen grey pallor is present which is 
unrelieved by tracheotomy and to which Forfar et a/. (1951) attached grave 
significance. The child struggles and fights for breath and rapidly becomes 
exhausted. Restlessness, mental confusion and anxious facies signify anoxia 
before the onset of cyanosis. The child becomes too weak to cough up the 
viscid sputum which tends to crust and make the obstruction more complete. 
On auscultation, rhonchi and moist rales are to be heard but examination 
seldom reveals any other abnormality. On laryngoscopy, an inflamed and 
cedematous larynx is to be seen. Very rarely is any form of membrane 
present. Radiologically, the lungs are usually normal but collapse, pneumo- 
thorax or broncho-pneumonia may occasionally be evident. White cell 
counts may be up to 30,000 per c.mm. but are of no significance. 

Complications are few. Crusting of the bronchial secretions when present 
provides a serious problem. This probably arises from drying by inspired 
air entering the bronchial tree without being warmed and moistened by 
passage through the nose, and happens most often in patients who have had 
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a tracheotomy. Rabe (1948) emphasized the importance of extra-alveolar 
air in the form of mediastinal emphysema or pneumothorax but others have 
not found this to be a frequent complication. Collapse may persist and 
bronchiectasis occasionally develops. Evidence of broncho-pneumonia is 
sometimes found. Death may come about very quickly and generally is 
caused by asphyxia as the result of the combination of high obstruction by 
laryngeal edema and low obstruction due to bronchi and bronchiolar 
secretions. ‘l’‘oxzmia may kill the patient in a fulminating infection even when 
the obstruction has been relieved, but this is rare. 


PATHOLOGY 

Post-mortem examination of the respiratory tract reveals inflammation and 
cedema of the larynx and surrounding tissues. It is important to remember 
the small size of the respiratory passages in a child. The gap between the 
vocal cords is triangular in shape and approximately 1 cm. long and 0.5 cm. 
across the base, so that a swelling of 1 mm. reduces the aperture by at 
least two-thirds. In addition, the larynx is more funnel shaped than in 
adults, with narrowing in the subglottic region, and the surrounding tissues 
are very lax, swelling readily with edema. These and other factors make the 
infant larynx easily obstructed. 

In some cases degeneration of the submucosal glands with the formation 
of submucous abscesses with ulceration and shedding of the surface 
epithelium is a feature, whilst in others the trachea and bronchi are filled 
with glutinous exudate but the epithelium and cilia are intact. Ciliary action 


propels bronchial secretions along to the trachea where the cough reflex is 
stimulated to expel them. When the secretions are viscid they not only 
impede the ciliary action but are more difficult to expectorate. Anoxia 
makes matters worse as it also slows down ciliary action and depresses the 
cough reflex. As the child becomes exhausted he becomes too weak to cough 
effectually and if he has had a tracheotomy he cannot cough at all 


DIFFERENTIAL DIAGNOSIS 
Other causes of stridor that have to be excluded are 
(1) Diphtheritic laryngitis 
(2) Acute catarrhal laryngitis occurring during measles and whooping- 
cough 
(3) Laryngitis stridulosa 
(4) Foreign body 
(5) Retropharyngeal abscess 
(6) CEdema of the larynx due to 
(a) local causes, (b) angioneurotic aedema, or (c) acute nephritis 
(7) Enlarged mediastinal glands 
Diphtheritic laryngitis is now a very rare cause of stridor but it must not 
be forgotten. The onset is more insidious and the respiratory obstruction 
less acute. Neffson (1949) pointed out that the order of symptoms in 
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diphtheritic laryngitis was cough, hoarseness and dyspnaea, but in acute 
laryngo-tracheo-bronchitis it was cough, dyspnea and then hoarseness. It 
is unwise, however, to rely on clinicaf findings: a swab should be taken and 
if on examination of the throat a membrane is seen, antitoxin should be 
given. 

Acute catarrhal laryngitis such as occurs at the onset of measles and 
whooping-cough is generally mild. Koplik’s spots will confirm the diagnosis 
of measles. In whooping-cough the whoop may not have developed. A 
history of contact will help. 

Laryngitis stridulosa (spasmodic croup) is the commonest form of croup. 
The onset of inspiratory stridor occurs during the night in a child who, on 
going to bed, was apparently quite well apart from a slight cold. The child 
is distressed and dyspneric, feverish and sweating and there is a croupy 
cough with stridor. This condition, however, readily responds to simple 
treatment and is not persistent. 

Foreign bodies when inhaled cause a sharp coughing attack with sudden 
onset of dyspnea and stridor if lodged in the larynx. There may be no 
history to suggest the diagnosis. If the object was pushed in the nose it 
may fall into the pharynx during the night and precipitate the attack. 
Laryngeal foreign bodies canbe seen on laryngoscopy. Tracheal foreign 
bodies can sometimes be heard and felt when they impinge on the vocal 
cords. Vegetable foreign bodies such as nuts can set up a reactionary 
laryngo-tracheo-bronchitis. 

Retropharyngeal abscess must be excluded. It occurs in infants following 
tonsillitis. ‘The abscess presses forward on the larynx, which may already 
be edematous, and causes progressive respiratory obstruction. The child is 
ill and toxic with a high fever and vomiting. The cervical glands are generally 
enlarged and a characteristic sign is retraction of the head in an attempt to 
breathe more easily. The abscess may be missed on inspection but can be 
palpated. 

(Edema of the larynx may result from local inflammation such as severe 
tonsillitis, quinsy or cellulitis of the neck. It can also be caused by the 
inhalation of steam or swallowing irritant chemicals. It not uncommonly 
occurs in angioneurotic cedema. A rarer cause is acute nephritis. 

Enlarged mediastinal glands, such as occur in acute leukemia, can cause 
respiratory obstruction. They are diagnosed on an x-ray of the chest. 


TREATMENT 

The treatment of acute laryngo-tracheo-bronchitis calls for considerable 
skill, constant attention and often special equipment. The patient should 
therefore be admitted to hos)ital. On admission he is put into a warm 
humid atmosphere and a tracheotomy set is got ready. Laryngoscopy should 
be performed if there is any doubt as to the diagnosis, but it often aggravates 
the condition and is best avoided as a routine measure. 

Humidity.—It is now generally realized that steam is not the best method 
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of humidifying the atmosphere, although it is usually satisfactory for mild 
cases. It is uncomfortable for the patient and tends to increase his fever. 
There is also the constant risk of burns. In addition, Sadove et al. (1954) 
consider that it does not really provide an effectively super-saturated 
atmosphere. The air inhaled by the patient is only about 70 to 100 per cent. 
saturated, which is dehydrating to the respiratory tract. Mechanical satura- 
tion of the atmosphere by aerosol mists is more satisfactory and allows the 
humidity and temperature to be separately controlled. The water aerosol 
can be made much more effective by the addition of detergents. These 
substances have the power of lowering surface tension and reducing the 
viscosity of secretions. They are of great value in respiratory disorders 
when the sputum is tenacious. Trypsin has been used but is less effective 
and there is a risk of protein sensitivity. The aerosol mist is generally pro- 
vided in an oxygen tent by attaching the nebulizer to the oxygen supply 
High humidity rooms as used by Baker (1955) are not available in this 
country. They have the advantage of allowing easier access to the patient 
and are always ready for emergencies. 

Oxygen should be given at the first sign of anoxia and not delayed until 
the onset of cyanosis. It should be properly humidified as in an aerosol; 
bubbling it through a water bottle is a waste of time. The rate of flow 
should be at least 4 litres per minute (Hill, 1949) 

Tracheotomy should be an elective measure and not left to the last moment 
in a moribund patient. It not only by-passes the laryngeal obstruction but 
allows the bronchial secretions to be sucked out. This is sometimes made 
easier by instilling saline into the tube before suction. Briggs and Heseltine 
(1952) give the following indications for the operation: (1) the appearance 
of cyanosis; (2) extreme fatigue; (3) increasing restlessness, pallor and 
stridor with associated diminution of air entry. They recommend that the 
sucker should be a powerful electric model, as a water sucker is inadequate. 
Wide-bore polythene tubing should be used. By rotating the head and 
manceuvring the tubing, it can be pushed well down the bronchi. Suction is 
repeated every three to four hours during the first postoperative day. ‘The 
tube is kept clear of mucus with a soft rubber catheter. A nurse should be 
in constant attendance and if sudden deterioration occurs she should remove 
the inner tube immediately, apply suction to the outer tube and send another 
nurse for medical assistance. It is essential for a patient with a tracheotomy 
to be in a humid atmosphere to avoid drying of the exudate which increases 
the obstruction and makes it very difficult to remove. 

Repeated bronchoscopy and intubation are not recommended as they 
tend to irritate the inflamed vocal cords but bronchoscopy as a preliminary 
to tracheotomy is very valuable, the bronchoscope being left im situ during 
the operation. Since the introduction of detergents, tracheotomy is required 
much less frequently. 

Antibiotics are indicated but they are of secondary importance in the 
treatment of acute laryngo-tracheo-bronchitis. Penicillin is often effective 
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but broad-spectrum antibiotics, such as chloramphenicol or the tetracycline 
group, are better in view of the variety of organisms that may be present. 
Penicillin should not be combined with the other antibiotics as they are 
sometimes antagonistic. 

Diphtheria antitoxin is given if any membrane is seen or if there is any 
other reason to think the infection may be diphtheritic. 

Other drugs.—-Morphine is best avoided. If a sedative is indicated 
phenobarbitone should be used. Restlessness is a sign of anoxia and should 
be treated as such but it does not help a terrified child to thrash itself into 
exhaustion. Because of its drying effect on the secretions, atropine should not 
be given. 

Fluids.—It is important that the patient should not be allowed to become 
dehydrated and fluids should be given frequently. If they cannot be taken 
by mouth other means must be used. 

Whenever emergency procedures are not being undertaken the child 
must be disturbed as little as possible. Repeated examination and investiga- 
tion should be avoided but the child must be under constant observation. 

The severe phase of the illness usually lasts three or four days, after which 
the secretions liquefy, the child rapidly improves and the tracheotomy tube 
can be moved. 


CONCLUSION 
Acute laryngo-tracheo-bronchitis is one of the most serious emergencies 
met with in children. A child with croup should be transferred to hospital 
at once if he 

(a) is not settling down with the usual remedies, or 

(b) is rapidly becoming worse, or 

(c) is developing expiratory difficulty in addition, or 

(d) is appearing more prostrated than would be expected for the duration 
of the illness. 

There should be no delay because of bad weather or any other reason. 
Emergency tracheotomy in the house should only be considered in the 
most extreme circumstances. It may not relieve the obstruction if there is a 
lot of exudate and a bad tracheotomy will not only interfere with treatment 
when admitted to hospital but can lead to permanent laryngeal stenosis. 
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Saepe accidit, ut cum plurimi medici non ignoti, aegrum curare temptant, et 
multas causas afferunt, sed nihil faciunt, unus humilis et ignobilis, nihil cunctatus 
auxilium fert’.—Scribonius (Floreat 50 a.D.) 

It éften happens, as is well known in medical circles, that when efforts are being 

made to cure a patient all kinds of remedies are tried but none succeed, some humble 
and unknown junior, acting without hesitation, succeeds in giving relicf’ 
‘THESE words are never better applied than in the field of emergency therapy. 
Accidents will happen, whether in crowds or in solitude, by land, sea or air 
Correct first aid will always be one of the main factors in the formula for 
recovery 

Although the essence of first aid is to transfer the patient as quickly as 
possible to skilled medical care, in practice the problems presented by 
foreign bodies in otorhinolaryngology are not always quite so simple as 
this. In the first place, the mode of presentation of such cases is sometimes 
insidious and treacherous, the gravity of the accident underestimated and 
the symptoms latent for a variable period of time. Secondly, asphyxia may 
either be preceded by a misleading period of tranquillity or, from the outset, 
be too imminent for transport to be feasible, so that more active measures are 
indicated than would be imagined by the inexperienced. It is worth re- 
calling that the percentage of carbon dioxide in the blood rises from 0.04 
per cent. in inspired to 4 per cent. in expired air. Cyanosis occurs when 3.5 
to 5 g. per 100 ml. of hemoglobin uncombined with oxygen is circulating in 
the blood. This explains why people who have lost blood show cyanosis less 
readily than those who are plethoric. The cherry-red colour of persons 
suffering from coal-gas poisoning is a collateral proof that in asphyxia it is 
lack of chemical combination of the hemoglobin in the red blood corpuscles 
with oxygen which determines cyanosis. The volume of tidal air becomes of 


practical importance when there is a cylinder of oxygen in the ambulance, 


fitted, perhaps, with reducing valves, a flow-meter and plastic B.L.B. 
masks 

FOREIGN BODIES IN THE EAR 
For the evacuation of insects from the ear one of the safest remedies is 
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medicinal liquid paraffin. Needless to say, pure phenol (or carbolic acid) has 
a most deleterious effect, as has been seen from time to time. Even glycerin 
of phenol becomes caustic if mixed with water, and the bottle should not be 
immersed in water hotter than blood-heat before use. Olive oil, glycerin, 
or surgical spirit is safe, except that the last-mentioned is inflammable. 
Anesthetic ether is effective but explosive. Liquid chloroform tends to 
burn the skin; the vapour alone would kill an insect. 

After motor accidents or explosions, examination of the ears sometimes 
reveals foreign bodies, such as the backing from headlamp reflectors, or 
fragments of glass. When children have inserted beads into their ears the 
fact that dangerous and ineffectual attempts to remove them have been made 
is not always divulged. The safest plan is to apply a mastoid-type bandage 
and transfer the patient to medical care, whenever possible sending with 
him a bead—whether round or facetted like a diamond—similar to that 
which is supposed to have been inserted. If circumstances justify removal of 
the foreign body, forceps—unless designed for the purpose—are seldom the 
best instrument to use; ordinary artery forceps are certain to slip off and 
do damage. A suitable hook may be improvised by bending a wire paper-clip 
with the aid of the handle of a pair of scissors; the terminal millimetre is 
bent at right angles, to enter the hole in the bead. In skilled hands syringing 
is another effective mode of treatment. 

The promontory of the inner wall of the tympanic cavity is very vulnerable, as 


shown by the case of a cooper who died of meningitis after one of the hoops of a 
barrel penetrated his ear. 


FOREIGN BODIES IN THE NOSE 
In cases of foreign body in the nose, the principal risk is that the object 
should be inhaled. To augment the advice to breathe through the mouth it 
is therefore a sound plan to apply a suitable bandage as a preparation for 
transfer to medical-care. In practice, the usual mode of presentation of such 
cases is that the child begins to manifest a unilateral discharge from the 
nose. Beads, buttons or blotting-paper may be found to account for a 
malodorous state. Again, a suitably fashioned hook is better adapted for 
removal of most foreign bodies than forceps. If a general anesthetic can be 
avoided, by gaining the confidence of the child, so much the better. This 
is seldom possible if previous attempts have been made. 

There is another more serious type of nasal injury, such as that which 
occurred when an officer firing a Piat gun was injured by ricochet; the fuse 
cap of the projectile was found in and removed from the right maxillary 
antrum. Pellets and bullets are often found in such situations on x-ray 
examination of wounded persons. First-aid treatment and subsequent re- 
moval of debris from compound fractures of the nasal and facio-maxillary 
regions are important. 

In a recent case of discus injury to the bridge of the nose, and another of de- 


pressed fracture of the frontal sinus, excellent restorations were brought about by 
means of external aluminiurn splints and internal stainless steel wiring. 
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An account of the first-aid treatment of foreign bodies in the nose would 
scarcely be complete without reference to epistaxis—trare as a complication 
of foreign bodies, but common from other causes. In practice, epistaxis is 
usually easy to control by the measures advocated in casualty manuals. 
Reassurance, and giving the patient and agitated friends something to do, 
go a long way towards meeting the crisis. In hypertensive cases, a week's 
inpatient treatment at hospital is the normal requirement. Too zealous 
treatment is to be deprecated. With regard to cauterization, the possibility 
of subsequent septal perforation should be borne in mind. A bead of silver 
nitrate fused upon a wooden applicator is as effective in most cases as the 
actual cautery. 

Packing, too, should only be regarded as a last resort, when hemorrhage 
is serious. Adrenaline is used if ayailable. Friars’ balsam is a substitute 
which has the advantage of also being a deodorant. A gauze pack acts like a 
wick: repeated medication can be carried out without removal of the pack. 
Modern absorbable hamostatics such as gelatin sponge may also be used 

In packing the nose for epistaxis some refinements of technique evolved over a 
period of years may be of interest. First, if a narrow bandage is used, not more than 
1 inch (25 mm.) in width, the paper covering is removed from one end only; the 
bandage is drawn out with forceps from the centre of the spool; similarly with 
ribbon gauze, unwinding is always started from the centre, so that the coil does not 
fall from the table! It is noteworthy that according to whether the coil is undone 
from one side or the other, a right- or left-handed twist is imparted to the ribbon 
If the peripheral free end is towards one at the bottom of the coil, the twist will be 
right-handed. This hint was acquired from watching so-called cheese-winders at 
work in the cotton factories where balls of linen-thread are umwound from the 
centre. Secondly, no ribbon is ever cut during the operation or dressing, lest any 
portion should be left behind. Thirdly, in packing the nose, the surgeon keeps the 
‘bight’ of the gauze held in his fingers, beginning to pack the nostril with the bandage 
a few inches from the end. By this means, in the simplest manner, the pack is pre- 
vented from passing through into the nasopharynx 

On rare occasions when a post-nasal pack is required, it should be 
secured by a firm knot in the middle of a length of Chinese twist silk, the 
thicker the better. 

A catheter or Belloc’s sound having been passed through one nostril into the 
nasopharynx, one end of the silk is tied on to it, drawn out through the nose, so as 
to pull the gauze pack up into the nasopharynx, and secured, by tying it round the 
head coronally or attaching it with adhesive plaster. The other end, which emerges 
from the mouth, is kept for easy withdrawal of the post-nasal pack later when it is 


no longer required. 
The inflatable rubber bags for controlling epistaxis, so commonly used 


on the Continent, where residents and nurses become adept at their manu- 
facture, with the aid of rubber solution, deserve to be more widely known 


and used in this country. 


FOREIGN BODIES IN THE PHARYNX AND LARYNX 
Foreign bodies in the pharynx and larynx constantly illustrate the im- 
portance o! the circumstances of an injury. 


A man eating stewed apples manifested pain and haemorrhage from the throat; 
a visit to the kitchen brought to light a chipped ‘pyrex’ dish, the missing fragment 
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of which was duly recovered from the pharynx. Nothing could be more helpful to 
the surgeon than to be brought a specimen of the suspected foreign body. 

Children are perpetually finding new surprises for their elders! Even 
infants in arms have been known to inhale plastic membranes used to re- 
tain the stoppers of bottles containing toilet preparations ; here the difficulties 
of localization are increased because the plastic material is not opaque to 
x-rays. Furthermore, the calibre of the endoscopic tubes which must be 
used is so small that there is only just room for the forceps. It is a fair 
inference that sudden onset of cough and choking attacks in a child is due to 
an aspirated foreign body. 

In a case of an infant, 18 months of age, the removal of five safety-pins, three 
points to the right and two to the left, was complicated by the previous administra- 


tion of cotton-wool sandwiches. By patient manipulation, the dangerous mass was 
removed. 


The appearance of a safety-pin point downwards in the gullet indicates, 
most often, that it has been down into the stomach and regurgitated back 
again, a mechanism which may be imitated, in suitable cases, for removal. 
The various methods include manipulation of the points into the endo- 
scopic tube, cutting off the points with shears, or closing the safety-pins 
with specially devised instruments furnished with jaws and rings. The 
dangers of perforat‘on, except by the most delicate manipulations, are con- 
siderable. Since the first successful bronchoscopic removal of a foreign 
body in 1896, the art has been brought to a high measure of perfection. 

One of the more difficult operations to which we look back with pleasure was the 
bronchoscopic removal of a darning needle, threaded with wool, which had been 
aspirated into the right lower bronchus by a small boy who had been playing with 
a blow-pipe. 

Magnets are sometimes used successfully. 

Sugar-coated almonds and lollipop sticks may swell up suddenly when 
the sugar coating is dissolved, and produce sudden asphyxia. The question 
of fitness for transport and suitable attendance on the journey should 
therefore be weighed. Tracheotomy may be required. 

Among the commonest objects to be swallowed are coins. 

The Roman children used to call out ‘Caput aut navis’ because Caesar's head was 
engraved on one side of their copper coins and the prow of a ship on the other. The 
silver Denarius, worth 10 copper coins, had often a serrated edge. On one side was 
a chariot drawn by 2 or 4 horses. The Greek obolus and drachma correspond with 
these. The authorities of Royal Mints, down the ages, have paid little regard to 
occasional accidental swallowing of coins, mainly by children. Soon after 1896, 
when the first successful peroral endoscopy was carried out, half-sovereigns were 
commonly removed. Nowadays a small twelve-sided coin more commonly emerges 
Old French currency with central holes has much to commend it, for ease of 
extraction. 


Coins may remain in the esophagus for months or years, but eventually 
cause ulceration. In skiagrams, if the coin is in the sagittal plane, it is 
probably in the larynx; if in the transverse plane, probably in the pharynx. 
Most coins can be removed by means of a direct pharyngoscope or tube 
spatula; a tubular bronchoscope i$ seldom required. Coin-catchers and pro- 
bangs have been discarded and are at present quite out of fashion. In peroral 
endoscopy the main advantage of distal illumination is that when forceps 
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are used it is still possible to see the foreign body. Proximal illumination is 
better adapted to diagnostic work, a proximal lamp being less likely to be- 
come obscured by blood and anatomical structures. Left-handed coils of 
wire, such as are used in the manufacture of bicycle saddles, are more 
easily disimpacted with the left hand, but these are not strictly emergency 
operations and may be carried out at leisure 

In the event of swallowed glass, razor blades or other sharp objects 
having caused a rupture of the walls of the esophagus, one pleural cavity 


may become filled with fluid and air. The heart and mediastinum are dis 


PI 
is unfit for transport. A great improvement may be effected, making him 


placed to the opposite side and the patient is dyspnaic and cyanosed. He 


fit for removal by ambulance to a thoracic centre, if immediate intercostal 


drainage is instituted, with the tube led downwards to an underwater seal 


Similar accidents have occurred during diagnostic ewsophagoscopy, even in 


experience 1 hands. Swallowed bones are liable to remain latent and produce 
abscesses the root of the neck, which are generally fatal. Casualty workers 
should never acquiesce in a ‘wait and see’ policy. At the same time, it must 
be admitted that in many cases no bone is found 


To swallow dentures may be symptomatic of alcoholism, epilepsy or in 


sanity, or may be a pure accident. In such cases it is well to have at the back 
of one’s mind the possibility of some other obscure condition such as frac ture 
of the odontoid process. 

Direct laryngoscopes have been improved and simplified in recent years 
Although most of our colleagues disagree with us, we see no reason why 


resourceful medical men should not use them. In comparison with the 


performance of tracheotomy or laryngotomy with pocket-knife or scissors 
pharyngoscopy is child’s play. The difference in design between instruments 
the rounded curved beak of which should enter the vallecula, and those with 
straig! ter blades which press the et glottis forward must be 
Suitable rceps for use with these self-illuminated instrum« 


with handles ch are bent away from the line of sig! 


‘ 
it 


EMERGENCY TRACHEOTOMY 
In emergency tracheotomy a tube can be improvised from a piece of rubber 


tubing—from the stethoscope or the fountain-pen, for example. A short 


straight tubs itable for insertion through the thyro-hyoid membrane may 


be imp! ised by cutting partly through a metal thermometer cas« j 
finishing it with a nail file. An interesting medico-legal situatio 


following 
While finis! f mastoid operat f ; va : to ti local 


hospita ! ur r ncy tracheot stitch 


up, a das} 


time. The parent of e mastoides patient, awar of ti took exception, 


» the hospital a the tracheotomy : 1 ’ vw mick of 


the surgeon s firs : wa ately tor the surgeon 


the complaint was not pursued and both patients ma 


In performing tracheotomy do not exter 
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upon adults as this may precipitate asphyxia. Do not make too short an 
incision, and do not wound the posterior wall of the trachea,-an accident 
which may easily happen due to the bowing forwards of the trachea by 
hyperextension of the head. Always suture the tracheotomy tube to the 
trachea, from which it will otherwise inevitably escape. Surgical emphysema 
is the sign of this complication. In many cases of asphyxia relief can be 
obtained by insertion of an endotracheal tube with the aid of a direct 
laryngoscope. 
MULTIPLE INJURIES 

In severe and multiple injuries, such as those resulting from railway 
accidents, particularly when there is difficulty in extracting victims from 
the wreckage, removal of debris from the respiratory passages and mainten- 
ance of breathing are paramount. Difficulties are accentuated by facio- 
maxillary injuries, coma or fractured ribs. This was well illustrated to one of 
us (S.G.) who was at the receiving hospital during the Harrow railway 
tragedy of 1952. To clear the mouth and nose of debris, to remove loose 
teeth or dentures and to draw forward the tongue are most essential. It is 
much more important to maintain patent air passages than to apply a 
triangular bandage to the jaw! Yet all conflicting interests must be reconciled 
if good recoveries are to be made. 

Because road accidents are especially common near bridges, multiple 
injuries may be associated with drowning. In any type of drowning, before 
starting artificial respiration it is essential to empty out—by lowering the 
head and raising the chest and abdomen—the water from the pharynx, 
larynx and trachea. When the patient reaches hospital it will be possible to 
complete the evacuation by suction and to dry up excessive secretions by 
the administration of atropine. It should be remembered, however, that, 
particularly in humid tropical climates, atropine may lead to hyperpyrexia, 
by abolishing the cooling of the body by evaporation. 

On the way to hospital, administration of oxygen is often helpful and 
ambulances sometimes carry a supply. It is particularly beneficial in coal-gas 
poisoning. It is also of value in most forms of asphyxia in which there is no 
mechanical obstruction to respiration which can be removed. A cylinder or 
other reservoir is most essential. Reducing valves and flow-meters are useful 
refinements. Nasal tubes may be fitted to a ‘spectacle’ frame. The B.L.B. 
mask or its simplified and inexpensive plastic variant is more suitable for 
use by first-aid workers. An excellent pattern which costs about {18 is the 
R.A.F. intermittent flow oxygen resuscitator*. A two-stage pressure valve 
reduces the oxygen pressure to about 40 mm. Hg. Inspiratory and expiratory 
phases are controlled by the operator’s thumb. Larger automatic patterns 
are designed for hospitals. 

In multiple injuries therefore it is necessary to remove foreign bodies, 
clear the air-way and administer oxygen. But the oxygen must still be 


*Supplied by M.1.E. Ltd., New Cavendish Street, London, W.1. 
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carried to the tissues by the blood, a function adversely affected by shock 
For the early treatment of shock due to loss of blood (oligemic shock) 
circulatory volume must be restored. Intravenous injection of plasma or 
plasma substitutes is indicated. Among the latter ‘dextraven’ is a valuable 
adjunct, but a sample of blood for serological tests must be taken before this 
infusion is started. Blood, of course, is preferable, but it is not always 
readily available, and substitutes can be given without previous laboratory 
tests. 

The more serious the injury, the more the early treatment counts in 
promoting recovery. The modern treatment of shock includes recognition 
that refrigeration may, in certain circumstances, be protective After loss of 
blood, that which remains is the monopoly of vital centres; to divert it t 
the periphery by excessive warmth is contraindicated. More patients, how 
ever, die of exposure than of heatstroke, in Northern England, after accidents 
The patient’s own reactions to the application of heat are probably the best 
guide. 

Comatose patients should generally be transported to hospital face dow 
wards. When there is difficulty in maintaining a free airway a good plan is to 
insert a suture vertically through the tip of the tongue, from below up 
wards. The ends of the suture are tied parallel to keep the tongue from 
falling back. Drawing gently upon the thread in rhythm with each feeble 
respiration is a useful procedure. ‘This method is particularly suitable when 
coma is too light for the patient to tolerate a tubular airway 

Gentle rocking to reinforce spasmodic feeble inspirations is more likely 
to be effective. Inhalations of carbon dioxide, 2.5 per cent. in oxygen, have 
been condemned of late but we believe that they provide a potent stimulus 
for the respiratory centre. The utmost precautions against fire and ex- 
plosions due to static electricity must be taken in handling oxyger 

One important point, applicable to all emergencies, is that, when referring 
a patient to hospital after injuries, especially head injuries, a note of the level 
of consciousness observed at the time when first aid was rendered, should be 
sent with the patient, and a note should be added as to whether re spiration 
was embarrassed or normal and whether morphine was given. In mass 


accidents it is better to attach an information-tag to the patient 


SUMMARY 
The period immediately after the injury is sometimes the most important 
in relation to ultimate recovery. The treatment of foreign bodies in the ear 
nose and throat illustrates the principles of emergency therapy 
The essence of all first aid is to clear the airways and resuscitate the 


patient. The circumstances of the injury must be studied. Critical observa 


tion of the injured is most necessary. Resource, decision, dexterity and tact 
all come into play. Savoir faire and what not to attempt are most important 
of all. In true first aid, art walks beside the stretcher: « rence ranges ahead. 








BRINGING UP EUROPEAN CHILDREN 
IN S.E. ASIA 


By LIEUT.-GENERAL SIR BENNETT HANCE, K.C.M.G., K.C.LE., 
O.B.E., 1.M.S.(R.) 
Medical Adviser to the Secretary of State for Commonwealth Relations 


Tue following is a query received by the Editors of The Practitioner from 
a reader in the United Kingdom: 

‘A patient has consulted me for the purpose of obtaining a medical opinion on 
the advisability or otherwise of taking a healthy male child, aged 2, to New Delhi, 
India. The main question is whether or not the health of a child of this age would be 
impaired by a stay of several years in India’. 

In view of the importance of the subject, the Editors have asked me to 
answer the query in a certain amount of detail. 

Provided that their food and general hygiene are supervised by a mother 
of average intelligence and common sense and not left to the care of ‘ayahs’ 
or ‘bearers’, European infants and children do admirably in S.E. Asia up 
to the age of five. Up to the age of six they do well; after that they tend to 
deteriorate. They grow pale, leggy and lanky and precocious; and in my 
opinion no English child should, if it can be avoided, remain in S.E. Asia 
after the age of eight. Infants and toddlers, properly looked after, do especi- 
ally well. They remain happy, hungry, active and cheerful in conditions in 
which their elders tend, with good reason, to wilt. 

At and after the age of three, child and mother should get away from the 
worst of the heat of a plains station and go to the hills for two to three months 
before the rains break. After that event the plains are often healthier than 
the hills. 

THE RISKS 
The preservation of health in general in those climes, and that of children 
in particular, is largely a matter of common sense, The risks (I shall not 
call them hazards), provided inoculations (where indicated) and vaccinations 
are kept up to date, fall into two main categories:—(1) risks due to insect 
bites; and (2) risks due to contaminated food and drink. 

Insect bites.—Mosquitoes can spread disease—if of the right species and 
if infected. But all female mosquitoes bite humans—and their bites all itch 
The child should therefore be protected against them by regular spraying of 
the bungalow or residence with a DDT-containing insecticide and he 
should sleep under a net examined and lowered before sundown. If the child 
remains up after sundown, his body and limbs must be well covered: shorts 
and rompers should be banished with the going down of the sun. 

Fleas need only be considered in the very rare event of plague occurring 
in the immediate neighbourhood of the child’s residence. In such circum- 
stances an unexplained ‘rat-fall’ calls for investigation by the health 
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authorities and, if infection is proved, inoculation. Dosage should be based 
on body weight. Modern health control, however, is so efficient that plague 
as a risk to Europeans can now be practically ignored. 

Contaminated food.—So far as children are concerned, it is best to regard 
all water as suspect and boil it—even in towns which have a protected water 
supply. Mains are apt to leak; and risks cannot be taken with infants and 
toddlers not protected by inoculation. The same applies to milk unless 
delivered in sealed bottles from a reputable dairy known to pasteurize. In 
the East, as elsewhere, the watering of milk by the dealer is not uncommon 
and the water may well be from,the ditch. 


VACCINATION AND INOCULATION 

Vaccination is essential and should be repeated every three years or when 
ever smallpox is present in the neighbourhood, whichever be less 

If supervision of the food of the child is exercised by the mother inocula 
tion against the enteric group is unnecessary in the first two years of life 
After that it should be given in dosage based on body weight, with an 
annual ‘booster’ similarly calculated. Cholera inoculation is only necessary 
if the disease is locally present—or the health authority demands it. Dosage 


is calculated as above 


GENERAL PRECAUTIONS 
Beyond this, and assuming that the child's food is prepared by or under the 
direct supervision of the mother, the precautions normally observed by 
intelligent European households apply. ‘These are 
(a) The protection of articles which attract flies—e.g., milk jugs, sugar 
basins, jam jars—by covering them with squares of mosquito netting to the 
corners of which one or two beads have been sown 
(b) The avoidance, especially in hotels and on journeys, of raw vegetables 
salads and fruit which cannot be peeled, and also underdone meats. In one’s 
own house salads grown on the premises can be made safe, and also fruits 
by soaking for one hour in a basin of water to which a tablespoonful of 


| 
| 


| in drinking water 


‘milton’ or other hypochlorite solution has been added and subsequently 
, 


rinsing we 
(c) On engaging servants who will handle food or children, they should be 


medically examined lest a carrier be emploved unawares 


SUMMARY 
So written down, the list may at first sight appear formidable, but reflection 
will show that the measures are only those which careful housewives apply 
in this country, modified by common sense to meet changed conditions. If 
proof be required it can be found in the fact that under British rule, genera- 
tion after generation of happy, healthy British children spent their infancy 
and early childhood in S.E. Asia, and parents and children alike derived the 


joy of companionship during some of the latter’s most formative years 





MOSES BEN MAIMON 


SCHOLAR-PHYSICIAN 


By I. M. LIBRACH, M.B., D.P.H., D.C.H. 
Medical Officer in Charge, Ilford Isolation Hospital 


Moses BEN MAIMon, or, as he is perhaps better known by the Greek version 
of his name, Maimonides, died 750 years ago on December 13, 1204. 
Ranking with Galen and Avicenna as one of the pillars of medizval medicine, 
his humanism, breadth of learning and medical skill have earned him the 
title of the Jewish Osler. Indeed, Osler himself dubbed him the ‘prince of 
physicians’, because he has been called the ‘physician of princes’ by virtue 
of his association with them! 

He was born in Cordova on Passover Eve, 1135. His mother tragically 
died in giving him birth. His family had lived in this part of Spain for 
generations, and had consistently furnished the Jewish community there 
with rabbis. His father—a well-known Talmudist and scholar—was also a 
recognized authority on Mohammedan literature. 


CORDOVA TO CAIRO 

When he was only 13 years old, Cordova was captured by the fanatical 
Islam sect, the Almohades, who had crossed from North Africa, bent on 
bringing about a closer union of the people and the Koran. The choice of 
embracing Islam or death was offered every inhabitant—Jew and Christian 
alike. Refusing to bow to their will, the Maimon family left Cordova in 1148 
and wandered through Spain. During this time Maimonides laid the 
foundations of his Rabbinical research work and began his Commentary on 
the Mishnah (written in Arabic and named “The Light’ [Siraj ]), which was 
completed 20 years later. 

In 1160, the family sailed for Maghreb in North Africa and settled in 
Fez—then the University town of Morocco. During this time, although 
outwardly regarded as Moslems, they continued to practise Judaism in 
secret. In 1165, however, Judaism could no longer be practised. ‘The head 
of the community—Judah ibn Shoshan—was seized and executed. Once 
again the Maimons fled, this time to Palestine where, after a month’s stormy 
passage they landed at Acre. Massacres by the Crusaders and others had 
reduced the Jewish population to a few thousand scattered families. ‘This, 
together with the consequent lack of intellectual stimulus, led to another 
move within the same year. Finally, the family settled in the old-established 
Jewish suburb of Cairo called Fostat, Moses being now 30 years old. Later 
he was to achieve such fame there that his contemporaries said ‘From 
Moses unto Moses, there arose no one like Moses!’ However, tribulation 
continued to be his lot. His father died soon after, leaving the family 
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penniless. To add to his misfortunes, his brother, David, a well-to-do 
merchant, was drowned in the Indian Ocean, losing his fortune and leaving 
his family the responsibility of Maimonides. 


COURT PHYSICIAN 
Soon after his arrival in Egypt, he was denounced for apostasy by Islam 
informers, but his life was spared. He married the sister of his brother-in- 
law and turned to medicine to earn a livelihood. His 
views on choosing a wife may be interposed here: he 
wrote ‘one should not marry a woman who is too 
good-looking and who would afford excessive temp- 
tation, or too plain and who would not afford sufficient 
stimulus, but one of average looks’. He had received 
no formal training in medicine, but had gained such 
knowledge as he possessed from his Rabbinical and 
Moslem studies in general culture. By 1177 he had 
been recognized as Chief Rabbi of the Cairo Jews 
but he had carried out these duties without financial 
Moses ben Maimon gain. Thus, the healer of the soul became a healer of 
the body. This duality——priest-phy.ician—was com- 
mon among Jews. The title ‘Rav’ means ‘teacher or master’, implying 
that the teaching of temporal as well as spiritual matters is inseparable, as 
indeed a study of the Talmud shows. 

Meanwhile his fame as physician had spread. In 1174, when 39 years old, 
he was appointed court physician to Vizir Alfahdel, who had meanwhile 
become Regent of Egypt during Saladin’s prolonged absence on campaigns 
against the Crusaders. Indeed, such was his renown that Richard I himself 
is said to have invited him to become his personal physician. His medical 
practice grew to such a size that in 1190 he wrote in a famous letter to his 
pupil Joseph ibn Aknin: 

‘I have acquired in medicine a very great reputation among the nobility. As for 
ordinary people, I am placed too high for them to reach me. When I return to 
Fostat after visiting the noble rich in Cairo, I am too tired for the rest of the day 
and night to pursue my medical studies. You know how long and difficult this art 
is for a conscientious and exact man, who does not want to state anything, which 


he cannot support by argument, and without knowing where it has been said, or 
how it can be demonstrated’. 


HIS MEDICAL WRITINGS 
He was the author of numerous medical works. Their exact number is 
controversial, but at least sixteen are known to exist. All were written in 
Hebrew or Arabic, their basis being Greek. 

Although a Galenist, he was not slow to criticize his master’s inconsis- 
tencies in the famous collection of Galenic Aphorisms, which he gathered 
together and edited: e.g. ‘in one place Galen states body temperature is 
unaffected by age, but in another that it decreases as the person gets older’. 

‘Regimen Sanitatis’ was written in 1198 for the special use of his master, 
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Sultan Alfahdel, a man of intemperate habits who suffered from melancholia. 
In it he courageously warns the Sultan of the dangers of dissipation and 
advises him to be moderate in all things. Maimonides was, indeed, one of 
the first to explain the mind-body relationship, but whereas today such 
relationship is bedevilled with psychosomatic jargon, he was fortunately 
able, from his own varied experience, to explain the trials and tribulations 
of everyday life in a simple and convincing personal manner. 

He also wrote monographs on sexual intercourse and poisons, both being 
in great favour with princes and other prominent persons of the time. The 
latter was written in 1199 at the request of the Sultan, because of the great 
danger of snake-bites so prevalent at the time. His advice serves even today: 
‘Apply a tourniquet above the wound to prevent spread of poison through 
the body, enlarge it and clean it by sucking or cupping, finally cauterise it’. 
His textbook on the “Treatment of Hemorrhoids’ was based on his own 
experience, together with that of Avicenna and Galen. In it he deprecates 
operation, because ‘it does not remove the cause, which may, therefore, lead 
to a recurrence of symptoms’. 


HIS OTHER WRITINGS ‘ 
Before concluding, some mention of his contributions to other branches of 
learning must be made. In 1178 he wrote a monograph in Hebrew on 
mathematical astronomy in which he dealt with the principles of the Jewish 
calendar and the true conjunction of the moon. He also wrote works on 
higher mathematics, logic, philosophy and theology. Thus, he compares 


favourably with versatile geniuses such as Leonardo and perhaps Schweitzer, 
although he had not their manual dexterity (painting and organ playing). 
His most famous philosophical work is “The Guide to the Perplexed’, 
written in Arabic and containing much that is apposite today. It is a 
commentary on the Talmud, and contains his four reasons for failure to 
attain wisdom: feebleness of intellect, lust, laziness, and the pursuit of 


material possessions. 
EPILOGUE 

He died in 1204 at the age of 69 years, worn out and ill from his labours. 
For three days the whole population of Fostat, Jew and Gentile alike, 
mourned him. He was finally laid to rest in Tiberias where his tomb can 
still be seen. His son—Abraham—succeeded him as Rabbi and court 
physician, the duties of which he carried out diligently if not with distinction. 

The portrait of Moses Ben Maimon reproduced in this article is a reproduction 
of a memorial postage stamp issued by Israel. There is considerable controversy as 
to the authenticity of the portrait. Maimon never sat for a portrait, as this is for- 
bidden among orthodox Jews, and the artist is alleged to have obtained the necessary 
sittings by subterfuge. 
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HYALURONIDASE IN CHRONIC VENOUS 
CONGESTION OF THE LEGS 


By P. O'BRIEN, M.B., B.Cu., B.A.O 


Warrington 


Tue degenerative conditions arising from chronic venous congestion of the 
legs are notoriously difficult to treat. In many people the leg veins are con- 
genitally defective, or at least they will remain effective only so long as no 
undue strain is placed upon them. Pressure from above is usually the first 
factor to unmask the latent weakness. Hence pregnancy, with its large mass 


; 


and raised intra-abdominal pressure, is undoubtedly the most common 


‘ 


starting point for trouble with varicose veins. Once intermittent stasis of the 
blood in the veins begins to occur, other factors will then come into play, 
tending to perpetuate the trouble and making it from thenceforth a life-long 
problem 

Chronic venous congestion hampers tissue metabolism. The waste pro- 
ducts resulting from activity and from wear and tear are retained for 
longer than normal. Various forms of degeneration will then begin to occur 
throughout the tissues of the limb. Elasticity is lost. Vein walls begin to 
bulge. The surrounding tissues fail to support them as well as formerly. A 
chronic condition ts soon established. The tissues thus rendered unhealthy 
become an easy prey for further pathological changes. The skin becomes thin, 
loses its elasticity, and may ulcerate or become eczematous. The subcutaneous 
tissues become wasted, lax, degenerate and sometimes edematous. The 
veins themselves may be attacked by thrombosis or inflammatory changes 
Secondary, infection through ulcerated or eczematous skin may give rise to 
cellulitis, thrombophlebitis, embolism, or further ulceration. Deeper tissues 
will also be affected. Wasting may often be masked by edema, but will be 
more obvious when the latter is absent 

As already stated, pregnancy is often the starting point for this unfortunate 
chain of events, and the biggest problems arise usually in multiparous 
women. Of the eight cases reported below, seven of the patients are multi- 


‘pare, giving the characteristic history of trouble starting with pregnancy 


and aggravated by subsequent pregnancies. There are of course other ways 


in which the trouble may start. It may arise in the legs themselves, due to 
an occupation which involves long periods of standing still; or relative dis- 
use atrophy may occur, when one who was previously active lapses into a 
sedentary life. Again, apart from pregnancy, obstruction at the pelvic level 
or higher may result from other causes of raised intra-abdominal pressure, 
from severe constipation, generalized atonia, or chronic heart failure 
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METHODS OF TREATMENT 
The best results from treatment can only be attained if early and adequate 
prophylactic measures are adopted. When varicose veins begin to appear, 
and the legs are aching and feel heavy, they should be rested, preferably in 


a x 4 
Fic. 1.—Posture of recumbency recommended as part of the treatment of chronic venous 
congestion resulting from varicose veins. 


an elevated position. A simple way to achieve this is to place a chair on the 
bed, so that its back will form an inclined plane (fig. 1). Cushions or pillows 
are placed on this and the legs propped up along it. Suitable non-weight- 
bearing exercises will help to increase muscle tone. External support to 
compensate for loss of tissue elasticity is prescribed in the form of elastic 
adhesive bandages, cotton crépe bandages or elastic stockings. 

As pathological changes in the tissues become established, treatment 
becomes more difficult, and traditionally it often involves long periods of 
confinement to bed, with measures to combat ulceration, thrombosis, 
cedema, and the like. This recumbency, whilst it is often necessary, has the 
disadvantage that it promotes disuse atrophy, which in its turn may eventu- 
ally make matters worse. There is also the danger that thrombosis may occur, 
particularly in the veins of the calf. If bed rest is recommended, appropriate 
exercise should not be neglected. 

Some of the degenerative changes in the tissues may be reversed, at least 
in part, by prolonged rest in bed, but only at the risk of further degeneration 
in the form of disuse atrophy. Consequently, a method which will reverse 
the degenerative changes, while the patient remains ambulant, should be the 
objective. 
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SCOPE OF PRESENT INVESTIGATION 
Hyaluronidase (‘the spreading factor’) affords considerable promise in, this 
direction. It apparently mobilizes the products of degeneration within the 
tissues, and aids in their dispersal. It has been used with success in other 
degenerative conditions, e.g. scleroderma and myxedema. 

For chronic congestive and degenerative conditions in the legs, three 
methods of application are described in the literature. Milton Ende (1951) 
has applied hyaluronidase externally to ulcers, and claims that they will 
heal more readily this way. Popkin (1951, 1952) reports good results with 
chronic ulcers and scleroderma, using iontophoresis. Ferrero (1952) recom- 
mends injection into the femoral artery. The first method is only for the 


treatment of ulcers, and in my experience has not given good results. The 
second method appears to be more suitable for hospital patients, where the 
requisite facilities are available. The third will not have a wide appeal in 
domiciliary practice. A fourth technique, the one which I have used, is more 
suitable for use with the patient treated at home. A solution of hyaluronidase 
may be injected subcutaneously in the affected region. When this was first 


tried, the injection proved to be very painful, but the addition of a local 
anzsthetic overcame the difficulty, without appearing to have any adverse 
effects. A striking feature of the injection technique is that, as the fluid is 
being injected, pitting on pressure will occur in the indurated or swollen 
areas, where this phenomenon was absent before 

The conditions to be treated may be divided into three classes: (1) ulcera- 
tion ; (2) painful indurated and ischaemic areas; (3) aching swollen legs with 
apparent cedema, but no pitting on pressure, i.e. a myxaedematous type of 
swelling. There will also, of course, be true edema in some cases. In others 
there will be scarring, but this is not reduced or benefited in any way by 
hyaluronidase 

In the summer of 1953, treatment was started with a small series of 
patients. The results have been sufficiently encouraging to merit continua- 
tion of the series, with new cases as they arise. All the patients have been 
ambulant during treatment. There is only one man among the eight patients, 
the rest being multiparous women. Scar tissue in a few cases has been the 
only real bar to success 

CASE RECORDS 

Case 1. M.D., a woman aged 55, had a long history of recurrent swelling, induration 
ulceration and eczema of the leg. In 1951, a chronic indolent ulcer developed which 
required skin grafting. This was successful, leaving only a small depressed scar to 
mark the site. There was no further trouble for over two years. Then, in July 1953 
she knocked this leg above the external malleolus. The result was a tense painful 
area which did not respond to conservative treatment with rest and elastic bandages 
Two injections of hyaluronidase, in the form of ‘hyalase’, were then given, with a 
week's interval. The induration resolved, the swelling subsided, and the dimple at 
the site of the skin graft became less marked. A local anesthetic was not used. and 
the injections proved very painful, both at the tirne and for six or seven hours after- 
wards. All was well again for about a year, until another knock produced an ulcer 
above the external malleolus. In size it was no bigger than a sixpence, but it was 
deep, with a pale avascular base, and showed little sign of healing. In fact it promised 
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to behave just like the previous one. In spite of this the patient declined further 
injections at this stage, because of the pain which she had suffered before. After 
several weeks the ulcer showed no change and the skin became eczematous. T reat- 
ment was with elastic bandages, ‘ichthopaste’ and bed rest. Pain and irritation kept 
her awake at night, so she eventually said she would try another injection, this time 
with procaine added to the solution. Unfortunately there was a severe exacerbation 
of her eczema almost immediately, probably due to the procaine. The next move 
was to treat the ulcer directly with the dry powdered ‘hyalase’. This was done two 
or three times a week for over a month, while she wore a tight pressure dressing day 
and night. There seemed to be some improvement, but it was slow and not very 
promising. 

At this stage the case was complicated by severe secondary infection, which gave 
rise to cellulitis and multiple ulceration. The patient’s grandson, who spent his 
days with her, had impetigo; evidently, while attending to him, she infected herself 
with his bacteria. This was confirmed by taking swabs from both of them. The 
patient was known to be sensitive to penicillin, so chloramphenicol by insufflation 
and by mouth was used to combat the infection. The result was satisfactory, except 
that now in addition to the original ulcer, there were a number of smaller ones, and 
these also showed a tendency to become chronic over the next few weeks. ‘Hyalase’ 
was not used at this stage because of the recent infection. Most of this time she was 
in bed, and a painful induration of the calf now set in. She was kept in bed for the 
next two or three weeks, and the leg was elevated much of the time. There was very 
little improvement. In desperation, it was decided to try injections of ‘hyalase’ 
again, this time via the femoral artery. The response was immediate and gratifying 
The induration and pain vanished the same day. T'wo further injections by the 
same route were given during the next ten days. As a result all swelling disappeared 
the skin rash subsided completely, the leg became quite comfortable, and within 
three weeks the ulcers were completely healed. The patient was able to return to 
her normal domestic activities and, when last seen (two months after the last 
injection), the state of the leg was still satisfactory. She wears an elastic stocking for 


support 

Case 2. D.H., a woman aged 39, complained of swelling of the lower part of her 
leg with a constant ‘dreary ache’. This leg was burned in childhood, a small scar 
being still present. She suffered recurrent thrombosis during several pregnancies 
Where she had been burned the skin was thin, and the underlying tissue was 
thickened and had a rubbery feel. There was no pitting. In September 1953, she 
was given four injections of ‘hyalase’ at weekly intervals. The injections were painful 
at the time, and for the remainder of that day. After the second injection she stated 
that the ‘dreary ache’ had gone. There was some diminution in the swelling, and 
she did not complain again until June 1954. A further course of four injections was 
given from June to August, this time with added procaine and using a firm pressure 
bandage. The swelling lessened considerably. She was able to wear an eclasti 
stocking and was quite comfortable until recently, when pregnancy has again 
caused regression 

Case 3. D.E., a woman aged 34, had a small traumatic ulcer above the lateral 
malleolus and varicose veins. This was not healing after two months of her own 
conservative treatment. One injection of ‘hyalase’ was given into the tissues around 
the ulcer, and a firm pressure dressing applied. Healing occurred within a week, and 
the result was completely satisfactory. This ulcer would undoubtedly have re- 
sponded well to other forms of treatment, but the quick result with ‘hyalase’ was 
remarkable. 


Case 4. M.W., a woman aged 49, gave a history of repeated thrombosis, and 
ulceration in both legs. Much scarring and pigmentation were present. She com- 
plained of swelling, pain and eczema. Subcutaneous injection was rendered difficult 
in this case, owing to the widespread scarring, but the result was gratifying. Weekly 
injections were given for about four months in the early part of r954, alternating 
between the two legs. The swelling disappeared and with it the pain. The eczema 
cleared, and the pigmentation lightened. When treatment was abandoned, as there 
seemed little hope of further progress, there were two small superficial indolent 
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ulcers present in the areas of worst scarring, but the patient was getting about 
normally again, and doing her own housework, whereas previously she could only 
get from bed to a chair. She continues to wear an elastic stocking and has not re- 
lapsed, except that her eczema has been worse on occasions. This has responded well 
to ‘ichthopast« 

\.W. is a large obese woman, aged 23, with massive legs. She has had 
seven children within ten years, with progressive trouble in both legs, especially 
during the last three pregnancies. In the right leg there has been widespread super- 
ficial thrombosis in the lower two-thirds laterally. When treatment was be gun in 
September 1953, this region was indurated, ischaemic, deeply pigmented and painful 
The wi e leg presented the classical ‘inverted Guinness bottle appearance (Lee 
1953). The circumference at the shoulder of the bottle was then 15} inches (40 cm.) 
There were two small indolent ulcers above the external malleolus. ‘The foot was 
swollen, and s " wearing a man’s size 11 shoe. The pain from this leg kept her 
awake mo tht, and she had great difficulty in getting about, even the 


house ! I yut for over two years at this stage. ‘Treatment had largel) 
consisted ; ire dressings were not well tolerated, because she complained 
that the I ] I pain worse 


Injections of alase’ with procaine were started and repeats 


it weekly intervals 
for alin ‘ and then at intervals of two or three weeks since. The results 
have been satisf: y, though not completely successful. Within the first month 
the u t ad al and the swelling was subsiding gradually. Eventually this leg 
became thinner than the other, and the ‘Guinness bottle’ appearance vanished. The 
circun c it the level where it was previously measured had dropped to 14 
inche ; as compared with 15 inches (38 cm.) for the other leg at the 
sarne y ne swelling of her foot completely disapp« ured and she now wears a 
size 9 igmentation in the previously ulcerated region has become considerably 
lighter in get about the house quite well and cd : wn house 
work I so able to get out for a walk, and occasionally does some of her own 
chief limitation now is general obesity. There is a small area still 

ip the leg on the lateral aspect, where the superficial veins are mostly 

there is perivenous induration. An injection of ‘hyalase’ softens this 

ated pain, but there is a gradual relapse over the next week or 

are becoming longer and the area smaller. She is obliged to wear 
lage all day to maintain the leg in its present fairly good condition 
entually some of the veins may re-canalize and the induration 


woman aged 6s, had a large varicose ulcer, about the middle of 
inding adema. The skin was very thin and pigmented. She had a 
thrombosis and ulceration, and had numerous large varices. In 
wo injections of ‘hvyalas« were given into the adcmatous tissues 
Porous ‘elastoplast’ was applied and kept on for about two months 
about every second week. Within the first month the ulcer had 


and the surrounding swelling had disappeared 


Pigmentation 
the ‘elastoplast’ was discarded she started to ar an clastx 


had any trouble since 


only man in this series, was aged 54. He came with a small 
external malleolus, with considerable edema behind and above the 


; 


whole region was pigmented. At first he was treated with various 
ointn ts apr 1 to the ulcer and an ‘elastoplast’ bandage around the | 


ywwer half 
of the | it much success. In February and March 1954, he was given three 
injections alase The swelling subsided and the ulcer almost healed. After the 


last inject there was a small hard scab, and treatment was stopped except that he 
| 


wore an ¢ king. It appeared, however, that the ulcer was not completel; 
healed | he scab later separated 


there was some residual swelling around the tendo achillis. Gradually the swelling 


leaving a small superficial raw patch, and 


increased, and it became painful again. In November 1954, three further injections 
of ‘hyal: were given, and a firm ‘elastoplast’ dressing was applied for about six 
weeks his time the ulcer healed completely and all swelling disappeared. He 
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returned to the use of his elastic stocking, and the leg has remained quite well since. 
Failure at first was due to the fact that treatment was stopped too soon. 


Case 8. B.F., a woman aged 50, was first seen in May 1954. She gave a history of 
thrombosis of the superficial leg veins in pregnancy, and complained of a constant 
aching in the left foot and lower part of the leg. There was considerable swelling 
around the ankle, and on the dorsum of the foot. It did not pit on pressure, but there 
was no induration. The most marked feature was a thickened pad of subcutaneous 
tissue on the dorsum of the foot. Injections of ‘hyalase’ into this softened it, and 
caused it to pit on pressure. Nine injections were given within two months, around 
the ankle and the foot. At first an ‘elastoplast’ bandage was worn between the 
injections, and later an elastic bandage. The thickening gradually disappeared 
Walking became painless for the first time in years. At this stage she started to wear 
an elastic stocking, and remained well until the end of the year. Then, as she allowed 
her stocking to get worn and lax, some swelling recurred around the ankle, but not 
on the dorsum of the foot, where support from a well-fitting shoe kept it down. A 
further series of three injections in March 1955 cleared up the ankle again 


DISCUSSION 
In chronic degenerative conditions of the legs hyaluronidase offers a new 
means of treatment, whereby the degenerative processes may be reversed. 
The great advantage of this form of treatment is that the patient remains 
ambulant throughout, thus eliminating the dangers of prolonged recumbency 
as well as its inconveniences. Certain practical aspects of the method require 
to be stressed, as good results are only achieved if careful attention is paid 
to detail. 

In the first place, hyaluronidase is unstable in solution, and hence the 
injection fluid should be made up freshly from the freeze-dried powder. 
The contents of one ampoule of ‘hyalase’ have been used for each injection. 
The addition of a local anesthetic is advisable, as otherwise injection into 
the subcutaneous tissues is painful and the leg remains painful afterwards 
for several hours. I have used procaine, adding it to the solution of hyaluroni- 
dase to give a final strength of 0.5 to 1 per cent. procaine. A small amount 
should be injected very slowly at first, allowing time for the procaine to 
spread through, and act on the tissue. The remainder of the fluid may then 
be injected more rapidly, if there is no more pain. If the patient does com- 
plain of pain during injection the rate should be slowed, with pauses if 
necessary. When treating an indurated area it is best to inject from the 
softer periphery. Massage towards the indurated part will then assist the 
spreading effect, and softening will be seen to occur quite rapidly. 

The volume of fluid injected should be fairly large, depending upon the 
extent of the area to be treated. With extensive lesions a total volume of 
15 to 20 ml. should be used. The greater volume and consequent greater 
pressure within the tissues ensure a good spreading effect, and probably aid 
the solution and removal of some of the degenerate substances. Finally, 
adequate external pressure must be maintained after injection to achieve a 
good result. This is probably the most important practical point. Elastic 
adhesive bandages, or cotton crépe bandages, are best used during treat- 
ment. Afterwards, an elastic stocking should be worn if the improvement is 
to be maintained. 
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There is one probable contraindication to injection of hyaluronidase 
This is the presence of infection within the tissues, particularly phlebitis 
If this point is neglected cellulitis or embolism may result. 


SUMMARY 
Eight cases are described in which hyaluronidase Was injected sub- 
cutaneously to treat degenerative conditions of the legs, resulting from 


chronic venous congestion. 

The ulcers healed completely in five of the six cases with ulceration, and 
improved in the other one. The partial failure was due to the presence of 
dense scar tissue. In three cases with induration, the induration disappeared 
completely in one, but there was some residual induration in the others due 


again to scarring. In six cases with swelling, this resolved completely. 
Hyaluronidase appears to be a valuable addition to our therapeutic 
armamentarium, as it speeds the treatment and at the same time allows the 
patient to be ambulant. 
My thanks are due to the technical staff of Benger Laboratories Ltd. for helpful 
advice, and for supplying me with ‘hyalase’ used at the beginning of the series 
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GROWTH FACTORS AS DESENSITIZING AGENTS 


By J. C. ANNAND, M.B., Cu.B 
Dundee 


As Cornforth and Long (1953) had demonstrated that pituitary growth 
hormone caused a highly significant and powerful decrease in tuberculin 
sensitivity in guinea-pigs, and as they had also suggested that this desen- 
sitization appeared to result from the altered physiological process which had 
brou ght about an increase in growth, it seemed reasonable that other known 
growth-promoting factors should be investigated as possible desensitizing 


agents 


LIVER SUPPLEMENT AND CYANOCOBALAMIN 
As long ago as 1932, Moll, using liver supplement administered orally, 
obtained a significant improvement in 60.3 per cent. of patients with asthina 
treated over a period of several months. This improvement appeared to be 
more marked in the patients who were allergic and had a concomitant 
polycythemia. In 1952, Yudkin recorded that liver supplement added to 
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the diet of both rats and children caused a significant increase in growth. 
In the case of the children there was a gain of 20 per cent. in height and 
40 per cent. in weight compared with the controls. He was able to produce 
evidénce suggesting that cyanocobalamin was not involved 

It has long been known that cyanocobalamin causes an increase in growth 
in animals fed on a diet deficient in this vitamin (Smith, 1951), in children 
suffering from malnutrition from various causes and, to a lesser extent, in 
healthy children (Wetzel et al., 1949; Chow, 1951). As a desensitizing agent, 
this vitamin has had variable success. ‘Thus, in animal experiments, ‘T'raina’s 
finding (1950) that it provided guinea-pigs with partial protection against 
histamine and anaphylactic shock has not been confirmed (Ducrot, 1950; 
Sharpe et al., 1950; Howard and DeBakey, 1951), possibly because no 
allowance appears to have been made for the fact that a delay or ‘incubation’ 
period of varying duration (up to four to five weeks in the case of cyanoco- 
balamin in the present investigation and, in Moll’s experience, up to three 
months in the case of liver supplement) is required in many cases (but not 
all) before the patients begin to show a significant improvement in their 
allergic condition. 

In man, however, the evidence yn its favour is more suggestive. ‘Thus, 
Wetzel et al. (1949) noted a significant improvement in a case of bronchial 
asthma, and Dieterich (1951) recorded a similar result in a case of infantil 
eczema. Finally, Simon (1951) obtained an increased vital capacity in 14 
out of 20 asthma cases and a definite and highly significant improvement in 
28 cases of chronic skin conditions which included chronic urticaria, contact 
dermatitis and atopic dermatitis. On the other hand, Benjamin and Pirrie 
(1952), using controls, failed to confirm the growth-promoting or desensitiz- 


ing properties of this vitamin in the case of children; a failure which may in 
part be accounted for by the fact (a) that the small daily dose of 10 ug. only 
was ingested and (b) that no allowance appears to have been made for a 
possible failure of absorption, a phenomenon which appears to be especially 


prominent in the presence of secondary infections (Callender et a/., 1954) 


METHOD OF INVESTIGATION 
After consideration of this rather uncertain background, it was decided that, 
as the height and weight of allergic children are often below normal, and as 
control of their allergy appears to prevent this expected growth failure 
(Cohen et al., 1940), such children should be singled out for treatment 
Furthermore, as Moll had stressed in the case of liver supplement that full 
benefit from this therapy was not obtained in some cases until after a period 
of three months, all children were kept on their treatment continuously 
Treatment consisted of the daily oral administration of either liver supple- 
ment in the form of ‘hepovite’ tablets, or cyanocobalamin in the form of 
‘bifacton’ tablets or ‘cytacon’ (tablets or elixir). (According to the manu- 
facturers, ‘bifacton’ tablets contain intrinsic factor prepared from hog 
stomach mucosa as well as crystalline vitamin B,,.) As the presence of a 
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secondary infection curtails absorption, care was taken to begin treatment 


only after such an infection, if present, had been eliminated 


RESULTS 
apparent that all three preparations possessed a powerful 


It was soon 
action but, as all the children did not respond, and in order to 


desens tizing 
eliminate non-absorption of the vitamin as a possible cause of failure, all 


those who 


were switched to ‘bifacton’ and vice versa 


failed to obtain any benefit and who had been given ‘cytacon’ 


initially In the latter case, it was 


hoped that by increasing the actual dose of cyanocobalamin a response might 


i. If the response then resulting was still of a poor order, then 


be obtained 
the vitamin was given by injection. The results thus obtained are enumerated 


in table 1 


Number of cases 
howing marked 





mproverme 


ny 


czema 


troenteritis 


mly have beer 
respo ied we 


1.c. after si 


[his investigation was, of course, uncontrolled (the small number of 


able did not permit such action), but it is of interest to note that 


Cases ay 
lieved, stopped giving 


several mothers, considering their children to be re 
ts and that all these cases promptly relapsed two or three days 


the tabl 
two of ‘periodic gastroenteritis’ and 


later. There were eight such cases 
three each of asthma and eczema. All eight responded once more on resump- 
tion of treatment 

Chere was ample evidence also of uncertain absorption, especially in the 
first few weeks of treatment. Thus, if the child developed a superadded 
h as a coryza or tonsillitis, he promptly relapsed, to respond 


infection, such 
ugain when the secondary infection was eliminated. This failure of 


once 
was also demonstrated on three occasions when it was hope d that 


absorptior 
the response obtained by ‘bifacton’ might be improved by giving ‘cytacon’, 
all three cases 


it 


daily. Here, instead of an improvement occurring, 


practically back to their original state. In these cases, at least 


; 


would appear that absorption had failed owing to an inherent relative 


absence of intrinsic factor. All three responded once more on resumpuon of 


bifacton’ therapy. After two to three months of treatment, this tendency to 
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relapse during a superadded infection became less apparent and instead it 
was noted that in many cases the duration and the severity of such infections 
appeared to diminish. A change, too, was noted occasionally in the character 
of the tonsillitis contracted by children so treated: it appeared to simulate 
quinsy to some extent, evincing a moderate peritonsillar edema and little 
or no general reaction in spite of the swollen throat. The condition seemed to 
subside and return to normal within two to three days. The impression was 
thus formed that the child’s ability to localize and overcome the infection 
had been considerably enhanced, although the edema seemed to indicate a 
local increzse in permeability. 

It must be emphasized that all allergies treated were not completely 
controlled by this type of therapy. Thus, some cases of asthma, although 
they were markedly improved, still continued to experience slight but 
infrequent attacks, whilst a child with periodic gastroenteritis occasionally 
still had one or two loose motions, and a child suffering from eczema still 
continued to develop small patches of eczema, usually of the dry type. There 
was no doubt, however, that a variable amount of desensitization had actually 
occurred as a result of this treatment. 

In view of the small number of cases it has been impossible to assess the 
desensitizing value of the different agents exhibited. All three appeared to 
be about the same: the possibility of failure of absorption appeared to be 
the main difficulty with cyanocobalamin and, to a lesser extent, with 
‘bifacton’. In the case of the liver supplement, about 40 per cent. so treated 
developed nausea and vomiting at any time up to about six weeks after 
beginning treatment: the child would suddenly start vomiting all food and 
thereafter occasionally mucus or bile. There was no general toxemia, the 
child remaining active and sometimes quite keen to eat. The condition 
cleared on stopping the liver supplement. This occurred occasionally also 
with ‘bifacton’ but has never appeared with ‘cytacon’. It is of interest that 
Moll also noted severe stomach upset occurring in his asthma cases treated 
with liver supplement. The exhibition of liver supplement as a desensitizing 
agent has now been discarded, as cyanocobalamin and, to a lesser extent, 
‘bifacton’ do not appear to be at fault in this respect. 

After six to nine months of this treatment, the allergic child presented an 
impression of greatly improved general health with fewer allergic incidents 
and, if the latter did occur, they appeared to be less severe and to be more 
often purely allergic: e.g. an asthma attack now tended to be uncomplicated 
by the usual secondary infection. The child’s resistance to infectious disease 
often seemed to have been definitely increased although his allergy remained 
only partially controlled. A marked improvement in mental ability at 
school was also apparent: e.g. one boy, aged g years, after four months’ 
treatment rose from 25th place in his class to 2nd place. The impression was 
also formed in some cases that control of the allergy in question was more 
marked during the first few months of treatment and that this powerful 
control was maintained especially during the period when increased growth 





GENERAL PRACTITIONERS’ FORUM 729 


was more prominent. Relapses in respect of the allergy seemed to become 
more frequent after this spurt in growth had occurred. 


SUMMARY 

Evidence has been brought forward suggesting that cyanocobalamin and 
liver supplement possess a variable desensitizing action in allergic children, 
and that the former also may cause a localized increase in permeability in 
the presence of bacterial invasion. 

Both actions are often delayed in their appearance by a variable ‘incuba- 
tion’ period of up to four to five weeks. 

Failure of absorption was found to be a prominent feature in the case of 
cyanocobalamin and, to a lesser extent, with ‘bifacton’. 

‘Gastritis’ occurred in about 40 per cent. of the cases treated with liver 
supplement (‘hepovite’) and to a lesser extent with ‘bifacton’. For this 
reason the exhibition of ‘hepovite’ as a desensitizing agent was abandoned. 
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WHEN ARE X-RAYS NECESSARY? 
By 8. P. BEATTY, M.D., D.P.H 


Steoindon 


RECENTLY a surgeon told a judge that ‘hundreds of thousands of pounds 
are being wasted by hospitals taking needless x-rays of minor injuries’ as 
an insurance against actions for damages by a claims-conscious public. 


‘THE BOSS’ 
The surgeon was quite right, but the present tendency only confirms the 
opinion of the late Mr. E. H. Bennett as long ago. as 1901. At that time I 
was his dresser at Sir Patrick Dun’s Hospital, Dublin, when the first x-ray 
plant was installed there. Bennett, affectionately termed ‘the Boss’, was a 
recognized authority on all fractures and injuries to bones and joints. It was 
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not surprising therefore that he should look somewhat askance at this new 
mechanical aid to diagnosis. 

The first case one morning was a man with a spiral fracture of both bones 
of the left leg, which I had put up the previous evening. Bennett asked the 
patient for details of the accident, and, when the splints were removed, 
passed his hand gently along the tibia. He then drew a life-sized tibia and 
fibula in blue pencil and put in the fracture in red. He then sent for Dr. 
E. J. Watson, who brought the x-ray tube and batteries on a trolley (there 
was no electricity in the hospital in those days) and the plate was exposed 
without moving the patient. 

After the morning round Bennett asked to see the plate (there were no 
films then), and sent me to fetch his drawing. The two pictures coincided 
exactly. He turned to Dr. Watson and said : “You have told us no more than we 
knew already’; then turning to me, he said: ‘Never deal with a fracture, 
or a suspected fracture, without having it x-rayed, but not till you have 
made your diagnosis. The x-rays may confirm your opinion, or it may 
differ; and the x-rays may be wrong’. 

Then he added: ‘I shall not live to see this, but you will. The time will 
come when your word will not be accepted in a court of law, even if you had 
seen the bone sticking out through the skin in a compound fracture, unless 
you can show a photograph. But never look at a picture until you have 
made a diagnosis, right or wrong, or you will lose whatever skill you have’. 


TWO MISLEADING X-RAYS 
It was not long before we had a case which seemed to show that x-rays 
could fail. 

A soldier wounded in the South African War had a sinus in the right iliac region 
A stereoscopic examination showed a bullet apparently lying close to the outer side 
of the iliac bone; but, when this area was explored, no bullet was found 

The sinus continued to discharge, and one morning, on removing the dressing | 
found a segment of a tape-worm, which showed that the sinus communicated with 
the bowel, and the bullet was removed at a second operation, the wound healing 
rapidly. 


Many years later I was called to see a girl with a bullet-wound in her neck 


At the hospital door I was met by the house-surgeon, the radiographer and the 
doctor who had brought the patient in from the country. They were rather surprised 
when I refused to look at the film that had been taken, until I had seen the girl, who 
gave a clear description of her position and that of her assailant, when she was shot 

From this I concluded that the bullet was under the right sternomastoid muscle ; 
but the x-ray film gave the impression that it was more superficial, and nearer to 
the trapezius. I backed my own opinion, and cut down on the sternomastoid, which 
I split with the handle of a scalpel, and extracted the bullet with ease. 


CONCLUSION 
Of course I had to explain my reason for following this line, and repeated 
Bennett's advice; and I pass it on both to my colleagues, and also to patients 
and others, who look on x-rays as infallible guides. 
They are useful servants, but must not be allowed to cloud one’s judgment 








THE DOCTOR’S SURGERY 
VI. — HEATING, LIGHTING, VENTILATION 
AND COMMUNICATIONS 


By MICHAEL ARNOLD, L.R.C.P. & S.L., 
anD JOHN WARE, F.R.1.B.A 


In this, the final article in the series, we have left ourselves rather a mixed 
bag of subjects to discuss. These include heating, lighting, ventilation, 
telephone and radio intercommunication systems. 


HEATING 

Recent increases in fuel costs justify reference to this matter. Traditional 
low-pressure hot-water systems which may provide for some degree of 
central heating are now becoming costly to run on coke or coal, and this 
factor, coupled with the inconvenience of stoking and storage of solid fuels, 
is producing a trend towards the use of oil-firing plant. When considering 
present-day fuel costs alone, oil firing is still somewhat more expensive to 
use than solid fuels, but the domestic labour problems of today favour the 
use of automatic equipment as far as possible. The initial cost of a domestic 
or small-scale oil-firing plant might be of the order of {150 to {200 and 
some figure should be added to cover thermostatic controls and time 
switches which can be arranged to provide the necessary degree of flexibility 
of control coupled with the advantage that little fuel will be used outside 
surgery hours. 

Despite the relatively high cost of electrically produced heat, it has few 
of the disadvantages inherent in other systems, such as the need for ventila- 
tion because of dirt and fumes; in addition there is no problem of storage 
and handling of fuel. The advantages of ready control, and lack of waste 
after switching off, coupled with the large variety of devices marketed for 
making the best use of this kind of heating, fully commend electricity, 
particularly in view of the fact that heating of surgery premises is required 
intermittently. The obsolescence of solid fuels with the impending age of 
atomic energy is apparent, but power will continue to be distributed in the 
form of electricity even when this era commences 

Without detailed discussion of innumerable individual heating units, we 
would mention in passing the merits of the convector and fan type of heater, 
which rapidly warms up a room, and is particularly safe in that the equip- 
ment itself remains moderately cool 

In certain areas electricity is supplied at a cheaper rate during off-peak 
load periods. This means that appliances are now marketed which are 
known as storage heaters. These usually consist of a large mass or part of 
the structure of the building, which is heated up during the night and, by 
virtue of its mass, radiates heat for many hours after the electricity has been 
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switched off. Such a system, however, is not wholly applicable for our pur- 
pose as the heat cannot be turned on and off throughout the day, but it is 
worthy of examination. 

The merits of gas heating must not be overlooked. It is normally some- 
what less expensive to use than electricity but, if used as an alternative to 
solid fuel for boiler firing, is considerably more expensive than oil. 

The dangers of a naked flame or a high-temperature electric element are 
obvious when used in a waiting room with children about. 


ARTIFICIAL LIGHTING 
Such lighting as will serve ordinary domestic requirements is needed, 
together with lighting for purposes of special clinical examination. It is 
evident that many doctors are using fluorescent lighting for its well-dis- 
tributed illumination and other known merits. An extensive range of 
adjust... lamps is now available for wall mounting; these mountings take 
the form of a simple bracket, which replaces the heavy base otherwise 
necessary. Such a lamp may be fixed at any level over the desk or couch. 

Many practitioners are capable of, and interested in, carrying out electrical 
wiring jobs. For those perhaps keen but inexperienced it is important to 
remember that whether such work is carried out by a contractor or whether 
it is tackled personally, there are certain fundamental principles which 
must be observed. House wiring is commonly divided into power and 
lighting circuits. In spite of the many adaptors available for utilizing power 
circuits for low current consuming appliances, it is an undesirable practice 
to make use of a power point for lower current consuming appliances unless 
each plug contains a fuse of the appropriate size for the equipment to which 
it is attached. Normally, situated near the meters there will be separate fuse 
boxes for both power and lighting circuits. 

In the case of power points, which may be rated at perhaps 15 amperes, 
each point should be respectively fused. It is therefore not correct practice 
to connect a new power point to the wiring of an existing power point, 
unless the latter is put out of use. 

It is regrettable that in the past many manufacturers of electrical fittings 
have adopted their own standards for the design of plug tops and sockets, 
with the result that they may not be interchangeable with others. In more 
recent years, the principal makers have come into line over a number of 
standard designs which, although reducing the inconvenience which has 
arisen, unfortunately still leave room for further simplification. Therefore, 
in one’s own premises, it is essential to decide upon the least possible 
number of types of socket, the most modern of which in Great Britain is 
the new 13-ampere socket outlet. Multiple adaptors are available to feed a 
number of appliances from one socket, but the total current consumption 
must not exceed the rating of the outlet. The pattern of plug tops adopted 
for these sockets incorporates a fuse. 

For those who have existing electric points, the most common types of 
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socket are the 2-ampere, 5-ampere, and 15-ampere three-pin sockets, and 
the 5-ampere two-pin pattern. This range is found to be quite acceptable, 
and with the intelligent use of adaptors most purposes can be fulfilled. The 
essence of good electrical work is regard for the current-carrying capacity 
of the cable, the importance of preserving high insulation, thorough earth- 
ing, attention to polarity and, above all, sound mechanical workmanship. 


VENTILATION 

It behoves us to pay particular attention to ventilation of the waiting 
room. Not only is the public more interested in epidemiology, but odours of 
varying types render adequate ventilation a matter for serious consideration. 

For many months of the year there would be no disadvantage in using a 
small extractor fan, which can be fitted in a window pane or a wall, and 
which will provide a rapid air change. We have all had the unfortunate, but 
unavoidable, experience of having to ventilate a consulting room after a 
particularly obnoxious performance! A small extractor fan would produce 
an air change in such a room in a few minutes 

Normal natural ventilation provides for about three air changes an hour, 
and this figure is enormously increased if any large windows are opened 
In winter time, heat loss is an all-important consideration, and in domestic 
rooms an air change rate of three per hour is usually adequate. It would 
seem desirable to double this figure, at least in a waiting room, and appro- 
priate attention to heat loss must be given. It is necessary to have a heating 
appliance of ample capacity, and to control its action according to the 
temperature by a thermostat, probably fixed on the wall. The initial cost of 
the latter is low, and it can be installed quite simply. It can be adjusted to 
cut out ata predetermined room temperature 


GADGETS 
The transatlantic use of the term ‘office’ for consulting room is a reminder 
that we should be aware of advances in the scope of modern office equipment, 
and that from time to time we should take the opportunity of finding out 
what possible aids to efficiency we can adopt for surgery use, from industrial 
and commercial sources. Cost must largely govern our equipment, vut there 
will always be certain items which appeal particularly to the idiosyncrasies 
of the individual 
TELEPHONE SYSTEMS 

The Post Office is able to offer a variety of systems, some of which,may not 
be familiar to all readers. Apart from the simplest form of extension, where 
a second instrument may be connected with the normal telephone, additional 
instruments can be linked up, and switching can be arranged to avoid ringing 
all points simultaneously. Instruments can be provided with short leads and 
jack plugs, so that they can be used in any of a number of suitably wired 
rooms. In this way economy in extensions may be effected, as the use of a 


different bedroom can be provided for, or a call can be taken in another 
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room for privacy. Apart from such arrangements, private intercommuni- 
cating telephones, loud speaking or otherwise, may still be of use, especially 
between surgery entrance and the doctor’s living quarters. 

An auxiliary device associated with the telephone is the ‘Fonadek’ 
amplifier, which enables a conversation to be conducted without handling 
of the instrument. The telephone is placed on a neat box-like instrument, 
and henceforth the conversation can be continued from a distance of 
several feet, as the speech is amplified. Thus it is possible to ‘hold on’ to 
conversations, such as those with hospitals and the bed bureaux. This is 
obviously of great use when holding on to a hospital or other delayed calls, 
while having a consultation. Also several people can talk and listen at the 
same time: an advantage or disadvantage, as the case may be. 


TAPE RECORDERS AND SIGNALLING DEVICES 
Tape or wire recorders.—The merits of these instruments are already well 
known. Apart from their use in dictation, they may be used for recording 
messages or telephone conversations. 

. Surgery signalling devices.—A choice of bells, buzzers and illuminated 
signalling devices is available. To avoid confusion with telephone or door 
bells, the buzzer or combination of buzzer and illuminated signs is appro- 
priate outside the consulting room. These low-voltage devices may well be 
fed from a transformer used also for supplying the bulbs in diagnostic 
equipment. Such transformers are available for a moderate cost, giving 


various outputs which may further be adjusted by a rheostat. Thus a low- 
voltage power supply box could be assembled cheaply by anyone interested. 


CAR RADIO 

The daily increasing use by various commercial and public services of radio 
intercommunication between vehicles and a fixed station calls for an 
examination of its possible merits for the general practitioner. A few 
doctors in Britain are already making use of this facility. Briefly the equip- 
ment consists of a fixed set at the surgery premises which may be about 
2} feet x 2} feet x 1 foot in size, and a mobile set which may be perhaps 
1 foot x 1 foot x 14 feet in size. Each station consists of a transmitter and 
receiver in order that two-way conversations may be conducted by radio 
telephone. 

A licence from the Post Office must be obtained before installing such 
equipment: the total cost of this licence is {9 a year. Modern equipment is 
remarkably reliable and maintenance should not prove expensive. The 
capital cost of such equipment will run into several hundred pounds, but 
for those would-be enthusiasts, we would mention that the installation can 
be adapted from government surplus equipment at a much lower cost. 
This approach should only be considered by the electronically-minded 
doctor, as, of course, there are many possible technical difficulties. Where 
a partnership or group practice is operating, the cost of the apparatus is at 
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once broken down and, bearing in mind income tax allowances, the outlay 
is more readily justified. 

The obvious advantage of such equipment is, of course, that while 
visiting patients the doctor may be in touch with the surgery and may, in 
addition to receiving requests for further visits, himself send back instruc- 
tions for ambulances and otherwise keep in touch with headquarters 
Secrecy can be aided by the use of simple codes. Full use of these facilities 
may only be spasmodic, but for those in rural practices, and for those who 
are likely to drive several miles away from the base, anxiety about the 
practice may be mitigated, and time will undoubtedly be saved especially 
with regard to the ‘last visit’ which may be waiting on arriving home. There 
is little doubt that this equipment will be made use of more and more as 
time goes on, and surely it is proper for us to examine this amenity at least 
in step with sundry purely commercial users, who have no association with 


the preservation of life and health. 


L'ENVOI 
We hope that in this rather unusual marriage of authors we have not 
created the impression of a desire to establish too rigid a formula, for we 
ourselves at least have common professional grounds for the desire to 
improve our efficiency by practical organization, but with a parallel regard 
for the preservation of individuality and imagination at all costs. Naturally, 
the architect is also able to see the whole question from the viewpoint of 
the patient. His thoughts continually revolve round the problems of giving 


quick attention to the patient who has a genuinely urgent need, and of 
simplifying the tedious process of unnecessary waiting for simple services 
An equally high regard for zsthetic considerations, in so far as they con- 
tribute to the comfort and well-being of the patient, is ever uppermost in 


his mind 

We have often reflected on the magnificent work of the sometimes 
haphazardly-equipped individual who is a first-class doctor, and compared 
what he has to offer with his counterpart of less ability in glamorous sur- 
roundings. These, however, are the exception, and it is that vast majority 
of practitioners who wish to combine efficiency with service to their patients 
whom we have had in mind in writing this series of articles 


ACKNOWLEDGEMENTS 

We would first record our thanks for the stimulating nature of the letters which 
we have received from so many readers. These have assisted us in covering many 
aspects of the subject, which might otherwise have been omitted 

We would also like to acknowledge the help we have received from various sources 
in compiling this series, and especially from the following 

Messrs. Allen and Hanburys for help in preparing photographic plates in our 
fifth article. Dr. W. R. Bett for historical pictures. Dr. Margaret Blair for help 
with the script. Mr. W. G. Challen, A.R.I.B.A., for the pen drawings. Dr. ] 
Draffin for the photographs in our fourth article, and his many helpful suggestions 
Dr. F. McConnell Thomson for the photographs in our first two articles. ‘The 
photogray hic unit of the Royal Society of Medicine 





CURRENT THERAPEUTICS 


XCVI.—-AEROSOL THERAPY IN PULMONARY DISEASE 
By E. T. BAKER-BATES, M.D., F.R.C.P. 
Physician, United Liverpool Hospitals 
AND E. F. B. CADMAN, M.D., M.R.C.P., D.C.H. 
Physician, Southport Hospital Group 


MAny diseases of the respiratory tract are associated with the excessive 
production of mucus within the bronchial tree. As a result, the cough 
reflex is stimulated in an attempt to expel these secretions. If the accumula- 
tions are excessively tenacious as in chronic bronchitis, or the cough reflex 
is weakened as in poliomyelitis, these attempts at expulsion may fail, with the 
result that the retained secretions lead to collapse of lung segments, with or 
without superimposed infection. A vicious circle is thus established. As 
orthodox oral or parenteral therapy is relatively ineffective in these circum- 
’ stances, the more direct attack by ‘aerosol therapy’ has been introduced. 
The treatment of disease by inhalation is an ancient therapeutic art but the 
use of a ‘fine dry mist’ produced by ‘nebulization’, as in aerosol therapy, 
dates only from the early years of this century. 


BASIC SCIENCE 

The term ‘humidity’ refers to the amount of vaporized water present in 
the atmosphere and in order to measure this a percentage ratio is established 
between the actual amount of vapour present at a given time, divided by the 
maximum amount of vapour possible at that time and temperature. This is 
termed the ‘relative humidity’. The higher the temperature the greater the 
proportion of moisture which can be vaporized and hence the higher the 
possible relative humidity. The normal range of the relative humidity varies 
considerably but the most comfortable level for the human subject is about 
45 per cent. When such air is inhaled its temperature is naturally raised, 
and hence the relative humidity falls to, say, 20 per cent., the temperature 
rise being from 70° to 95° F. (21° to 35° C.). Similar changes occur even 
if the initial relative humidity of the air is 100 per cent., and in these circum- 
stances the fall within the body is to about 70 per cent. As the relative 
humidity of alveolar air is 100 per cent. (Sampson Wright, 1952), it is clear 
that the inspired air must have absorbed moisture from the broncho- 
pulmonary tree. This may quite clearly lead to local drying of the tissues 
and secretions and, in serious cases, may lead to general dehydration of the 
individual. 

In order to minimize these effects therefore, the inspired air requires to 
be super-saturated with water so that there is an excess of moisture sus- 
pended in the atmosphere over and above that present as natural vapour. 
The simplest way in which to achieve this super-saturation is by the 
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production of steam (or, more correctly in practice, warm water vapour). 
This may be achieved by the steam kettle, steam tent or Nelson’s inhaler 
The method is clumsy, however, there being a danger of scalding and of 
hyperpyrexia, whilst heat-labile drugs cannot be given simultaneously 
Also commonly used, but even less effective, is the bubbling of a gas, such 
as oxygen, through water, as in a Wolf's bottle. At the most the relative 
humidity in these latter circumstances is raised to about 75 per cent., which 
is totally inadequate. 

The final method is that of aerosol production or ‘cold humidification’. 
An aerosol is a more or less stable suspension of very fine liquid (or rarely 
solid) particles in a gas such as air or oxygen. The particles may be some 
10,000 times the size of individual molecules. The term aerosol is derived 
from the Greek word for air but any gas may actually be utilized; the term 
‘sol’ implies that there is a colloidal state of affairs rather than a true solution 
in which the suspended particles would be of molecular size. An ideal 
aerosol for medical usage should have the following properties: it should be 
non-irritating, non-toxic after prolonged exposure, invisible, inodorous, 
non-corrosive and non-inflammatory. Its effects should be persistent, and, 
if possible, it should have bactericidal properties in low concentrations and 
the ability to penetrate dried secretions. Drugs may be dissolved in the 
liquid from which the aerosol is being produced. 

When the production of a liquid aerosol is considered, whether by gas 
jets (as medically), or by an explosion (as in war-time screen smokes), or by 
condensation of a vapour (as in a natural mist), certain terms should be 
clearly understood. ‘Atomization’ does not refer to the production of atoms 
but to the breaking up of a liquid into a coarse suspension or ‘wet spray’ 
This is the type of situation produced in most hand sprays used in treating 
asthmatic attacks. The wet spray is unstable, relatively irritating and, in 
all probability, is only able to reach the smaller bronchi. It will condense 
on a glass surface. The term ‘nebulization’ is retained for the production of 
a true aerosol in which the particles are very fine, relatively stable (except 
from vaporization) and may, if they are small enough, reach the alveoli. 
The mist produced is dry and will not condense on a glass surface. Both 
atomization and nebulization are most commonly produced by gas jets but 
in the latter process the coarser particles are either removed or else broken 
up by baffles close to the jet mechanism. Many commercial nebulizers are, 
in reality, atomizers. 

Solid aerosols can also be produced and have been used in connexion 
with micro-pulverized penicillin (Taplin, et a/., 1950) and sulphonamides 
but they have the disadvantages of being somewhat more irritating, of being 
more difficult to produce and also lack the advantages of the high humidifica- 
tion associated with liquid aerosol therapy. Moreover, mixtures with other 
agents cannot be easily achieved as in the case of liquid aerosols and this 
method will therefore not be considered further. 

The sizes of aerosol particles vary from about 30 microns down to a 
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fraction of a micron. The actual size determines the fate of the particle both 
physically and physiologically. Physically, the larger the particle the less 
stable it is mechanically, whilst the smaller the particle the more likely it is 
to evaporate. Mathematically it may be shown that the surface area of one 
ml. of a liquid when nebulized is one square metre and, incidentally, the 
total surface area of the lining alveolar membrane is said to be about 15 
times this amount. Hence there are large interchange surfaces available 
with this type of therapy. Physiologically, the size of the particle deter- 
mines its fate in the bronchial tree. For instance, particles over 30 microns 
in diameter get no farther than the trachea, whilst particles between 0.5 
and 3 microns reach the alveoli and are retained. Smaller particles are exhaled 
in the next breath and hence are of no value therapeutically (Abramson, 
1951). 

APPARATUS USED FOR NEBULIZATION 
A large number of these are available but only those personally used will 
be commented upon. 

The motive power for the different forms of apparatus can vary as follows: 

(xs) A gas cyclinder (oxygen or air). This type is suitable for long-term 
therapy and, if compressed air is used, is relatively cheap to run. The 
choice between oxygen or air depends upon whether there are positive 
indications for oxygen therapy as, for example, in anoxia. It may be 
disadvantageous to use oxygen in the debilitated patient, in the 
premature infant, or in the emphysematous case. 

(2) An electric motor with suitable small pump. This makes a portable 
type of apparatus and is particularly suitable for short-term treatment 
in the home: in resistant cases of asthma for example. Generally 
speaking this type of apparatus is less suitable for continuous therapy. 
A large electrically driven compressor, however, could be provided 
for hospital treatment, in which case it should be used in an adjoining 
room to the ward. 

(3) The use of an electric vacuum cleaner has been recommended, par- 
ticularly for home treatment (Sheldon, Lovell and Matthews, 1951) 
The nebulizer is connected with the positive pressure exhaust outlet 
of the vacuum cleaner, but with the various types of apparatus tried 
out in this present review satisfactory results were not obtained. 

The principle of the nebulizer is that a jet of gas blows across the top of 

a vertical tube from a reservoir containing an appropriate liquid. A partial 
vacuum is thus formed in the vertical tube, the liquid is drawn up and is 
then broken up into a wet spray of large and small droplets by the gas jet 
Suitable baffies in the walls of the nebulizing chamber cause the large 
droplets to disintegrate or to be precipitated, and hence a fine dry mist of 
suitably sized particles remains. 

The following commercial nebulizers, considered in alphabetical order, 

have been tested. They were all found satisfactory but some have features 
making them more suitable for one type of work or another. 
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‘Aerolyser’ (Aerosol Products).—This consists of an electric pump which is rela- 
tively quiet in operation and is capable of running for several hours continuously, 
with only the briefest of stops. The pump drives an all-metal nebulizer which can 
be easily dismantled for cleaning. The glass reservoir of the nebulizer holds from a 
few millilitres up to 60 ml. of liquid and is therefore suitable for either short-term 
treatments or for longer therapy. If ‘alevaire’ (a detergent) is used, then an alternative 
all-glass nebulizer is recommended 

‘Bon-Accord’ electric inhaler (Moore Medicinal Products).—This also consists of 
an electrically powered pump, in a portable case. The air pressure can be altered 
within certain limits and hence the quantity of aerosol produced can be varied. The 
nebulizer is constructed of plastic and is suitable for water or ‘alevaire’ aecrosoliza- 
tion. The reservoir has a capacity of only a few millilitres and hence the apparatus 
is more particularly suitable for short-term treatment. A side opening is provided in 
the nebulizing chamber so that deep inhalation is possible and hence satisfactory 
penetration of the droplets in the alveoli is ensured 

‘Collison inhaler’ (Inhalation Institute).—Unlike the two previous models this 
nebulizer is powered from a gas cylinder. It consists of a pressure gauge, reducing 
valve, flow meter and two glass nebulizing chambers of robust construction 
Arrangements are made for the rapid change-over from one chamber to the other 
The jets are not easily dismantled but may be kept free by blowing clean water 
through the apparatus at the end of each treatment. Each nebulizing chamber holds 
only about 3 ml. of liquid and hence, generally speaking, the apparatus is more 
suitable for short-term treatment, although by switching rapidly from one chamber 
to another treatment can be prolonged. A fine dry mist is produced and is led to 
the patient through a wide-bore rubber tube and a rebreathing bag 

‘Daweo atomizer’ (Elliotts).—This is a relatively cheap, sturdy piece of apparatus 
particularly suitable for use in a plastic oxygen cabinet in connexion with pediatric 
work. A low rate of flow of oxygen or compressed air is all that is required. The 
apparatus is strongly, though simply, made of metal and can be easily dismantled 
for cleaning purposes. The reservoir is a 2-ounce (57 ml.), screw-capped, glass 
pomade jar which can therefore be easily replaced. Arrangements are made for a 
continued drip supply of liquid to enter the pomade jar so that the apparatus can 


be used for continuous therapy if required. The baffle consists of two layers of wire 
gauze. If foaming of the ‘alevaire’ occurs, the excess ‘alevaire’ is returned to the 


reservoir by an outside gutter 

‘Mayfair nebulizer’ (Savory and Moore).—This all-glass apparatus is especiselly 
designed for long-term aerosol therapy and it also works from a gas cylinder. It is 
stoutly and cheaply constructed but can only be cleaned by blowing clean watef 
through after each treatment. The apparatus is supplied with a large reservoir jar 
for long-term treatment but can easily be adapted for short-term treatment by 
fitting a small test-tube in place of this. It is suitable for use with either water or 
alevaire’. Excess of fluid in the nebulizing chamber is returned to the reservoir 
thus avoiding wastage. A separate pump unit can be supplied for use with the 
apparatus instead of gas cylinders. The apparatus works with different rates of 
flow of gas but by tilting the apparatus slightly it is possible to get a satisfactory 
aerosol with low rates of flow 

Oxygenaire atomizer’ (Oxygenatre).—This is also powered from a gas cylinder 
It consists of a solid chromium-plated body supporting the nebulizing jet. Above is 
a smal! polythene baffle chamber from which a tube removes the fine dry mist 
produced to the patient. Below is a polythene reservoir, supplied in different sizes 


from 5 to 570 ml. capacity for short- or long-term treatment, respectively. Excess 


of fluid in the baffle chamber merely runs through into the lower reservoir. Also 
supplied with the apparatus is the appropriate pressure gauge, reducing valve and 
flow meter. This type of apparatus will work well with a face mask, or oxygen 
tent (Gsans, 1954) 


LIQUID VEHICLES USED FOR NEBULIZATION 
The basic liquid used is water which, with the correct type of apparatus, 
produces a fine stable dry mist extremely suitable for aerosol therapy. A 
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satisfactory increase in the relative humidity is obtained so that liquefaction 
of secretions and the correction of local dehydration occur. In addition, it is 
a simple matter to dissolve suitable drugs in the water for particular local 
action in the bronchopulmonary tree. ¢ 

More recently various detergents have been added to the water. The 
advantages claimed have first of all been an increased ease of production 
of the aerosol because of the diminished surface tension, but this also leads 
to an increased tendency to evaporation by the smaller particles. On the 
other hand, the detergent is said to have a liquefying and emulsifying 
action on the secretions within the bronchopulmonary tree and thus lowers 
the viscosity of these secretions. These properties are said not to be possessed 
by water alone (Ravenel, 1953). The chief detergent preparation available 
for this purpose in this country is ‘alevaire’ (Bayer). This consists of an 
aqueous solution of 0.125 per cent. of Triton W.R. 1339 (an oxyethylated 
tertiary octylphenol formaldehyde polymer) together with a 5 per cent. 
solution of glycerin (as a stabilizer) and 2 per cent. of sodium bicarbonate 
(to adjust the reaction correctly). ‘Alevaire’ is non-toxic, may be mixed with 
other drugs and is used at full strength. It was originally introduced to clini- 
cal work by Miller et al. (1950) for the treatment of advanced tuberculosis 
in children by streptomycin aerosol therapy. It is relatively inexpensive, 
costing on average about 12s. a day for continuous treatment, but the actual 
cost depends upon the apparatus used for the aerosol production. (It cannot 
be used satisfactorily with a hand nebulizer.) Although Ravenel (1953) was 


able to demonstrate a liquefying action on sputum he was not able to show 
any similar action on an experimentally produced pulmonary hyaline mem- 
brane. There may be a tendency to froth with ‘alevaire’ but most of the 
apparatuses used for aerosol production have means of dealing with this. 
‘Alevaire’ may attack untreated metals so that the apparatus should either 
be all glass or, if metal, should be chromium-plated or similarly protected 
Plastic materials are not affected. 


PHARMACOLOGY OF AEROSOL THERAPY 
Under this heading may briefly be considered the effects, first of all of water 
balance as effected by the vehicle, and secondly, the local and systemic 
effects of certain drugs (only penicillin and the sulphonamides will be 
discussed here) which may be included in the vehicle. 

Fluid balance.—As previously mentioned, the alveolar membrane has a 
surface area of approximately 15 square metres whilst the surface area of 
1 ml. of liquid which has been nebulized is approximately 1 square metre. 
Hence the surfaces available for fluid interchange are very great. ‘That some 
interchange must occur has already been stressed in the discussion of the 
relative humidity of inspired and alveolar air. Also in support of this is the 
demonstration of the carefully controlled work of Silverman and Andersen 
(1955) that infants in an aerosol atmosphere failed to show the usual slight 
weight loss during the early days of life. 
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Penicillin.—Among the earliest experiments with this drug were those of 
Barach and his colleagues (1945). Using aerosol penicillin experimentally 
they failed to demonstrate histological changes in animals, whilst in man 
variable but rather low blood levels were found. In this country Knott and 
Southwell (1946) were also able to demonstrate low penicillin levels in the 
blood after aerosol therapy but they did not consider that these levels were 
of therapeutic value. Finally, Gaensler, Beakey and Segal (1949) gave 
equivalent doses of penicillin by the intramuscular, intra-tracheal and 
aerosol routes and studied the penicillin levels in the sputum, blood and 
urine. The intramuscular route gave very poor sputum levels indeed and it 
was considered that this was consistent with the common clinical impression 
of a poor response to parenteral penicillin therapy in chronic suppurative 
lung disease. 

Sulphonamides.—Prigal (1948) used sodium sulphadiazine similarly and 
was able to demonstrate quite significant and prolonged rises in the blood 
sulphonamide levels following aerosol therapy. 

From the above data therefore it will be seen that there is no doubt that 
topical effects from aerosol therapy are to be expected and that even systemic 
effects might be expected but that these are dependent on the particular 
drugs used. 

CLINICAL INDICATIONS 

Few satisfactory clinical trials of the different forms of aerosol therapy have 
been undertaken and in most pathological conditions only clinical im- 
pressions are available as to the efficacy of the treatment. There appear to 
be certain conditions in which the indications for aerosol therapy are fairly 
well defined but in the larger group of conditions the indications are much 
less precise. The conditions in which the treatment appears to be particu- 
larly suitable are the bronchopulmonary infections arising in childhood and 
this is possibly so because of the relative narrowness of the air passages 
present in this age-group. The following conditions have been treated by 
aerosol therapy. Generally speaking, those with the strongest indications for 
this treatment are dealt with first and as the discussion continues the 
indications become less pressing. 


ASPHYXIA NEONATORUM 
This condition is especially liable to occur in premature infants and may 
be associated with a variety of pathological states—atelectasis, broncho- 
pneumonia, ‘hyaline membrane disease’ and aspiration of amniotic fluid. 
Ravenel (1953) claimed a striking fall in mortality rate from this group of 
conditions, from 64 per cent. to 38 per cent., as a result of continuous cold 
humidification with ‘alevaire’, but his series was unsatisfactorily controlled 
On the other hand, Silverman and Andersen (1955) selected cases of 
premature infants by random sampling methods, treating one group with 
oxygen and a relative humidity of go to 100 per cent., whilst the other group 
of infants was treated by ‘alevaire’ mist, also with oxygen. At the end of 
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a three-day period no significant difference between the two groups could 
be demonstrated so far as pulmonary complications were concerned. In 
spite of this conflicting evidence, however, the clinical impression is certainly 
in favour of the continued usage of aerosol therapy in these conditions. It 
is possible that the use of oxygen and cold humidification for the child’s 
first few breaths might be of great value. The dangers of excessive and 
prolonged oxygen therapy in premature infants must be remembered 
Antibiotic therapy should be given in addition as a routine. 


CAPILLARY BRONCHIOLITIS 

This distressing condition in infants is characterized pathologically by the 
blocking of the small bronchioles, partly by hyperemia and infiltration by 
inflammatory cells of the epithelial lining and partly by a sticky exudate 
which may flow down into the alveolar sacs. The alveoli themselves are not 
usually primarily involved but secondarily may show either obstruction 
emphysema or collapse. Such a condition therefore provides many of the 
defects which aerosol therapy might help to counteract, and Nelson (1954) 
recommends the use of such therapy in these cases, reserving oxygen for 
those which, in addition, have severe dyspnoea or anoxia. Antibiotics should 
probably also be given, even in the absence of clear evidence of pyogenic 
infection. Gans (1954) treated two separate outbreaks of bronchiolitis along 
these lines. In the first, 41 children were involved, only six received aerosol 
therapy with ‘alevaire’, and nine of the remaining 35 died. in the second 
epidemic, 27 children were implicated, 20 received aerosol therapy and none 
died. It was felt that these results indicated a beneficial effect by the ‘alevaire’ 
therapy but the two epidemics may well have differed from one another in 
their potentialities, a fact hinted at by the rearranged figures given above. 
The first epidemic would appear to have been much more severe. The only 
complication mentioned in this series was some reddening of the eyelid 
margins, thought possibly to be due to a slight fat solvent action by the 
‘alevaire’. Once again the clinical impression is in favour of the treatment 
whilst scientific proof is conspicuous by its absence. 


LARYNGO-TRACHEO-BRONCHITIS (‘CROUP ) 
This is perhaps an even commoner ailment than capillary bronchiolitis and 
may vary from a trivial illness to a most distressing complaint. Ravenel (1953) 
has included this condition among those which respond well to cold 
humidification. If there is any doubt about secondary infection antibiotics 
should also be given. Again, the evidence in favour of aerosol treatment is 
doubtful. 

Somewhat related conditions in which aerosol therapy has been advocated 
include laryngeal diphtheria and extensive oral thrush in children, both of 
which may lead to respiratory embarrassment. A case of the former condition 
in which a tracheotomy was avoided possibly as a result of aerosol therapy 
has been reported by Henrickson (1954). Severe paroxysms of whooping- 





CURRENT THERAPEUTICS 


cough may also warrant a trial of this treatment (Stiles, 1953). It has proved 
of limited value, however, in cystic disease of the lung in which the possible 
preventive action against infection might have been expected to have been 
beneficial 
BRONCHIAL ASTHMA 

In this condition the basic lesion is one of bronchiolar constriction, together 
with some cedema of the mucous membrane and excessive production of 
tenacious mucus. The latter condition may be minimized by cold humidifica- 
tion but usually such treatment is only indicated in prolonged attacks. 
Shorter attacks can often be terminated by a few deep inhalations from one 
of the hand-pump atomizers on the market. A suitable liquid for this is the 
adrenaline and atropine compound spray of the National Formulary. 
Usually from 3 to 10 inhalations are all that are required. If this fails, 
however, then a 1: 200 isoprenaline sulphate solution may be used for up to 
three minutes every fifteen minutes, provided that no significant changes in 
the pulse rate or blood pressure occur. It is at this stage that one of the 
nebulizers already described (p. 739) may prove useful, particularly in the 
exhausted patient. Other drugs which may be nebulized in this way include 
1 ml. of 1 per cent. phenylephrine hydrochloride, or 1 ml. of 2.5 per cent. 
ephedrine sulphate solution. Aminophylline may be effective in dosage as 
small as 0.05 g. although as much as 0.25 g. in 10 ml. of normal saline may 
be necessary to get an effect. Antihistamine drugs are not usually directly 
helpful in asthma but may help to re-establish adrenaline sensitivity in 
resistant cases. In these circumstances, 2 to 3 per cent. tripelennamine 
hydrochloride solution may be given as an aerosol (Rubitsky, et a/., 1949) 
Finally, even cortisone may be administered by inhalation in the resistant 
case. It may be given in the form of hydrocortisone in dosage of 15 mg 
combined with 1: 200 adrenaline solution (Astwood, 1952; Segal and 
Attinger, 1955). 

Similar methods are applicable in the bronchospasmodic attacks of the 
emphysematous case but in these patients the danger of excessive oxygen 
therapy must be borne in mind. 


CHRONIC BRONCHITIS 
This is an extremely common, though often disappointing, condition to 
treat. During exacerbations the two most common infecting organisms are 
the pneumococcus and H. influenza. As a result of this descending infection, 
excessive mucus formation occurs in the bronchopulmonary tree. Anti- 
biotic therapy by the oral or intramuscular routes may cause a temporary 
improvement but relapse soon occurs. Bearing in mind the work of Gaensler, 
Beakey and Segal (1949), it might be expected that aerosol antibiotic therapy 
would be helpful. This line of treatment was carried out by Knox, Elmes, 
and Fletcher (1955), using combined penicillin (400,000 units) and strepto- 
mycin (0.4 g.) in 1.5 ml. of 0.5 per cent. isoprenaline sulphate solution. The 


patients carried out the treatment twice daily at home, using a small portable 
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electrically driven nebulizer of a type mentioned on p. 739. The inhalations 
took from 15 to 20 minutes each. Clinical improvement occurred in only 
3 out of g cases and in these relapse occurred soon after treatment was 
stopped. It was suggested that the failure of even aerosol therapy was due 
to patchy atelectasis leading to inaccessible foci of infection in the lungs. 

Other lines of treatment which have been used include the aerosolization of 
a 3 per cent. solution of sodium sulphadiazine in propylene glycol, and 
finally, the use of a 5 per cent. solution of ammonium chloride in dosage of 
up to 10 ml. as an expectorant (Prigal, 1948). 

Bronchiectasis and lung abscess form somewhat related conditions. Treat- 
ment for either is similar to the above but in the former, particularly, relapse 
is apt to occur whilst in the latter parenteral antibiotic therapy is perhaps 
more reliable. In both conditions, in addition to the above-mentioned 
antibiotic therapy, the tetracyclines may be used by inhalation, usually in 
dosage of 30 mg. to the ml. in a suitable medium. 


MISCELLANEOUS CONDITIONS 
Miscellaneous conditions in which aerosol therapy may be justified, with or 
without additional drugs, include the following :— 

Postoperative pulmonary collapse, in which mucus accumulates and cannot 
be expectorated because of an impaired cough reflex, is said to be helped by 
continuous aerosol therapy with or without antibiotics (Sadove, Miller and 
Shima, 1954). 

Smoke irritation of the lungs following the rescue of victims from fires. 

Sjégren’s syndrome (Eliman, Weber and Goodier, 1951) in which secondary 
infection of the bronchopulmonary tree is particularly liable to occur because 
of the absence of the normal protective secretions. 

In the unconscious patient with a weak cough reflex, cold humidification 
helps the patient to get rid of any drying secretions together with accom- 
panying bacteria. Antibiotics may be added if there is any suggestion of 
infection. 

In poliomyelitis with a weakened cough reflex the same conditions apply 
as in the unconscious patient, but in addition when a tracheotomy has been 
carried out there is a greater tendency for the drying of secretions, which 
then become very tenacious. Varga and Wild (1953) reported the use of 
aerosol therapy for seven days in a case of bulbar poliomyelitis with a 
tracheotomy. In addition to cold humidification, crystalline trypsin (‘tryptar’) 
may be given in an attempt further to liquefy the secretions. Alternatively, 
streptokinase or streptodornase may be used similarly to provide what is 
called “enzymatic débridement’ (Segal et al., 1954). The treatment, however, 
is irritating to the lungs and may give rise to allergic reactions. 

In pulmonary edema there is a tendency to excessive frothing of the 
secretions, possibly due to their high protein content leading to a lowering of 
the surface tension. In an attempt to reduce this, continuous aerosol therapy, 
using 35 per cent. ethyl alcohol, has been advocated but there is a definite 
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risk of an explosion, particularly as oxygen therapy will almost certainly 
have to be given simultaneously (Segal et al., 1954). 

Pulmonary tuberculosis.—Although ‘alevaire’ was originally introduced as 
a medium for aerosol streptomycin therapy (Miller et al., 1950), cold 
humidification has not been much used in the treatment of this condition 
since that time. It may, however, have a place in the treatment of endo- 
bronchial disease. More recently isoniazid has been used by this route also 


Systemic disease.—In view of the differing absorptions already mentioned 
in connexion with various drugs, relatively few attempts have been made to 
introduce systemic treatment by the aerosol route, but amongst other drugs 
that have been given this way are insulin and ergotamine tartrate, the latter 


being used for migraine. Doubtless other uses will be found for this route 
of treatment, particularly so far as drugs destroyed in the alimentary tract 
are concerned 
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MY MOST INTERESTING CASE 
XIL—A MISCELLANY 


By LORD WEBB-JOHNSON, G.C.V.O., C.B.E., D.S.0., T.D., F.R.C.S. 
Consulting Surgeon to The Middlesex Hospital 


WHEN asked to give a description of ‘My Most Interesting Case’ | reflected 
that I had not dealt much with ‘cases’. I have, however, seen many interest- 
ing patients suffering from memorable conditions. I find it difficult to decide 
which of them was the most interesting, so I offer a sprinkling of experiences, 
and leave my readers to choose the one that takes priority. | admit that this 
is rather like the divinity student, who, when asked to give a list of the 
major and minor prophets, professed himself reluctant to draw a class 
distinction between such holy men. 


RUDYARD KIPLING 
From my ventricle of memory I recall most clearly the occasion when I was 
called at 3 a.m. to Brown’s Hotel to see my friend, Rudyard Kipling, who 
had a perforated duodenal ulcer. To my question: ‘What's the matter, 
Rud?’ he answered with a most vivid and concise description of such a 
patient’s awareness of his danger: ‘Something's gone adrift inside’. 
With his usual mastery and economy of words Kipling gave a striking 
picture of a patient in a profound state of shock, and rigidly on guard. His 
four words conveyed perhaps more than a page and a half of a textbook. 


FIVE TIMES DEAD 
During a raid on a German strong point, a young officer was shot through 
the neck. Blood gushed from his wounds. Fortunately, for him, his comrades 
left him for dead. Absolute immobility enabled clotting to take place. His 
life was saved by non-interference. 

Next day his men saw an arm move in ‘No Man’s Land’ and at nightfall 
they brought in their wounded officer. He reached base hospital, and, just 
as I passed the foot of his bed with Captain R. F. Bolt, he showed signs of 
suffocation. Tracheotomy was performed immediately and, after artificial 
respiration, life was restored—this time by prompt action 

A few days later orders were received that every patient who could be 
moved was to be evacuated to England. The officer was embarked in the 
Hospital Ship ‘Anglia’, which was torpedoed in the Channel and our friend 
was sunk. An able seaman, in a boat launched from a destroyer, noticed 
bubbles on the surface of the water, plunged his hand into the sea, seized a 
mop of hair and pulled our friend into the boat. Seeing frothy water welling 
out of the patient’s neck the seaman, with great intelligence and presence of 
mind, tipped him up, emptied him like a jug and applied artificial respiration. 
For the third time the officer got a new lease of life. 
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Saved from a watery grave he eventually reached a hospital in Bruton 
Street, where, just as my friend the late H. S. Clogg was passing his bed, 
his head fell on one side and he stopped breathing. He had dislocated his 
neck, which had certainly received rough treatment. Clogg, realizing what 
had happened, put the patient’s head straight, gave artificial respiration, and 
fixed his head and neck in plaster of Paris. ‘Thus the officer was restored to 
life for the fourth time. 

I had the honour of meeting him once again—-for he called on me on his 
way back to the Front. 

Two years after the War, | read of his death. He was a distinguished 
schoolmaster, and in his obituary notice it was stated that he had died as the 
result of war wounds. So ends this strange eventful history 


A FOOLISH FELLOW 
When I was casualty officer in Manchester I was surprised one day to see a 
man with both index fingers cut off at the terminal joint. He said he had 
been ‘feeding’ cotton into a carding machine. Knowing that a carding 
machine was ‘fed’ with one hand I asked him about the loss of his second 
index finger—to which he casually replied: “The foreman asked me how 
I’d done it and I was just showing him when the machine cut off my other 
finger’ 
SPLENECTOMY FOR ICTERUS GRAVIS NEONATORUM 

Nearly fifteen years ago, when little was known about the Rh factor in 


blood grouping, I was asked by the late Louis Carnac Rivett if | would be 


willing to remove the spleen of a babe, aged 72 hours, who was destroying 


red cells as fast as blood was transfused into him. I agreed. "T'was but a 
trifling affair. Practically no anesthetic was required. The spleen came to 
hand at once, for it was hanging freely as on a pedicle; a clamp, a ligature, 
a few stitches and in ten minutes the operation was completed. All went 
well. The patient was the son of Ernest Raymond the distinguished author 
I am to meet him at lunch during his next holidays. I have often wondered 
whether splenectomy may not be the treatment of choice in this condition 
It seemed much easier than transfusing a new-born babe 


EXPERIENTIA DOCET 
During half a century of surgical experience I have seen two patients with 
a hair-ball in the stomach, each of them the size of a large orange. The first 
was operated on by Sir William Thorburn when I was his house surgeon 
I saw the second when I was asked to give an opinion on whether a patient, 
regarded as suffering from cancer of the stomach, was fit for radical opera- 
tion. On entering the sick-room the appearance of the lady reminded me at 
once of the patient of nearly forty years before—starved, emaciated, but not 
looking ‘diseased’. On removing the lady's bed-cap | found that her hair 
would just reach her teeth. A hair-ball was found and the patient was well 
in a fortnight. So, store up your experiences! Very rare conditions may be 
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met with again. An experience of today may stand you and a future patient 
in good stead. 
FOREIGN BODY 
Some years ago I was asked to see a man with a lump about the size of a 
tennis ball in the left loin. Every known method of investigation had been 
employed with negative results, except for the exhaustion of the patient 
physically, mentally and financially. I thought to myself that, as it was 
obvious from the first that operation would be necessary, an exploratory 
incision might well have been the first method of ascertaining the nature of 
the lump instead of the last. At operation through a lumbar incision | 
removed the mass with surprising ease. It came out as readily as a stone out 
of an over-ripe peach. To my astonishment, on cutting into it I found a 
splinter of rabbit bone—at least so I described it when reporting the 
experience to a learned society. A member asked how | knew it was a 
rabbit’s bone to which I tartly replied,that I knew it wasn’t a tiger’s. The 
splinter had evidently pérforated the wall of the descending colon on the 
side opposite to the peritoneal covering, and with inimitable ingenuity 
Nature had walled it round with protective tissues and saved the man from 
disaster. 
EPILOGUE 

Here endeth an account of a few of my experiences which I hope will be 
as interesting to my readers as they were to myself. I trust that some of 
them will point a moral and adorn a tale. 

‘And here will I make an end. 

‘And if I have done well, and as is fitting the story, it is that which | 
desired: but if slenderly and meanly, it is that which | could attain unto’. 
(11 Maccabees, 15; 37 & 38.) 
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NIGHT CRAMPS IN THE ELDERLY 
It is probable that every practitioner has been consulted by patients com- 
plaining of nocturnal cramps. The persons affected may be of any age but 
muscular cramps are encountered most commonly in the elderly. The 
increase in incidence with age was demonstrated by Hall (1947) who found 
that 70 per cent. of persons over the age of 50 experienced cramp. Although 
the phenomenon is so common, surprisingly little is known of its causation. 


CLINICAL DESCRIPTION 
The usual clinical picture is of an individual who retires for the night free 
from symptoms and is awakened from sleep with severe pain in the calf. 
The pain is associated with an intensive contraction of the muscle which 
becomes hard and tender, The sufferer may gain relief by vigorous rubbing 
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of the affected part or by pressing the foot against the floor. The pain rarely 
lasts longer than one minute and the contraction gradually subsides, but 
some tenderness of the muscle may persist for a few minutes or even an 
hour afterwards. Although the most characteristic site of muscular cramp 
is in the calf, it may affect the sole of the foot, the big toe and the little toe. 
Far less often muscles of the upper limb are affected, for example cramp 
of the thenar muscles. 

Attacks of nocturnal cramp vary in frequency in the same individual. 
They may occur only occasionally and constitute a transient distressing 
symptom ; at other times, after a long interval of freedom, the pain may be 
experienced on several consecutive nights or on more than one occasion 
during the same night. In such cases it is impossible for the victim to sleep 
through the night undisturbed and in the most severe form the patient may 
be unable to sleep except in a chair. 


ETIOLOGY 

There is a certain similarity between the pain of cramp and that of inter- 
mittent claudication; both conditions affect chiefly the elderly and in both 
the same muscle groups are involved. Thus, the sufferer from night cramps 
is sometimes referred for treatment of peripheral arterial insufficiency. It is 
exceptional, however, to find evidence of this and any association is probably 
coincidental, in that the two conditions affect similar age-groups 

It is noteworthy that the majority of individuals who suffer from nocturnal 
cramps appear to be in a normal state of health. Only in a minority of cases 
are associated pathological conditions to be found and of these arthritis is 
the most common. Pemberton (1935) found that among patients with 
arthritis 32 per cent. of the men and 43 per cent. of the women had night 
cramp as a major complaint. Cramp in the calf muscles may occur irres- 
pective of the weight-bearing joint affected by degenerative or inflam- 
matory changes. Cramp is also a common complaint in elderly individuals 
suffering from varicose veins and in those with a history of thrombophlebitis. 

The general or metabolic disorders most often associated with nocturnal 
cramp are diabetes mellitus, vitamin B complex deficiency and sodium 
chloride deficiency. The cramp due to salt depletion which occurs in 
stokers and miners is well known; the salt loss results from excessive sweat- 
ing associated with strenuous exercise while at work in a high environ- 
mental temperature. In such individuals cramp may be prevented by a 
generous intake of salt in the diet. Nocturnal cramp due to a similar cause 
may also occur in elderly persons, especially those who have been prescribed 
a ‘salt-free diet’ for therapeutic reasons. Excessive salt loss may follow the 
use of mercurial diuretics but the fact that cramp is not often encountered 
in patients suffering from congestive cardiac failure treated by this means, 
even though the serum sodium ion concentration may be diminished, is 
probably attributable to limitation of muscular activity. 

In fact, in those who are predisposed, excessive muscular activity is an 
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important factor favouring the development of cramps. In almost every 
instance it is noticed that exercise taken in excess of the habitual amount 
during the day is likely to lead to the development of cramp during rest 
following this activity. 


PATHOGENESIS 

The essential mechanism of muscle cramp is a lasting tetanic contraction 
of a group of muscle fibres. Gootnick (1943) suggests that this may be due 
to.a reflex bombardment of the myoneural junctions by impulses generated 
from stimuli arising in a neighbouring source of irritation. The source of 
irritation may be arthritis of the hip or knee or a skeletal deformity of the 
feet, and when such patients are subject to long hours of standing there 
is a noticeable intensification of the night cramps. In subjects predisposed 
to cramp a precipitating factor is elongation or stretching of the muscle 
fibres. Tension in the fibres increases as the muscle lengthens and beyond 
a certain point the stretch reflex throws the muscle into spasm. In an 
individual who is standing erect or sitting in a chair during the day there 
is a considerable degree of tone in the calf muscles; in the recumbent 
position, however, relaxation and lengthening of these muscles occur. 
Sometimes the patient volunteers the information that cramp may be 
induced by certain movements of the foot or toes in bed. As Roger and 
Schachter (1950) suggest, muscle stretching may be the result of automatic 
or unconscious movements which occur in the lower limbs of a person 
awakening from sleep. Such influences and the fact that they tend to occur 
during rest following activity probably account for the nocturnal incidence 
of muscular cramps. 


TREATMENT 

Every person who experiences night cramp as a major complaint should 
be examined for evidence of a local pathological condition such as arthritis 
or varicosity of the leg veins, or of a metabolic disturbance such as diabetes 
mellitus or electrolyte imbalance. Sodium chloride deficiency, although 
a comparatively uncommon cause of cramp, must be recognized since it 
can be so readily corrected. In such cases relief from symptoms is dramatic 
following the administration of sodium chloride, 0.5 g. three times a day. 

There are two forms of therapy which have a sound pharmacological 
basis: the use of quinine and of mephenesin. By increasing the refractory 
period of the muscle fibres, quinine diminishes the ability of skeletal muscle 
to respond to tetanic stimulation. This action is comparable to that of 
quinidine on cardiac muscle. Gootnick (1943) administered quinine sulphate, 
3 grains (0.2 g.) at bedtime to 30 patients suffering from nocturnal cramps; 
28 gained complete relief. In many instances pain may not recur even after 
quinine medication is discontinued. Mephenesin is almost equally effective. 
It produces muscular relaxation by diminishing the reflex excitability of the 
spinal cord. Thus the stimuli arising from an ‘irritative’ focus are inter- 
rupted in the cord and so the motor nerve impulses responsible for the 
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tetanic contraction are diminished. Mephenesin may be given before 
retiring at night, in doses of 250 to 500 mg. 

Lippmann and Perchuk (1954) have assessed the value of a number of 
remedies including oral calcium lactate, dilute hydrochloric acid, diphen- 
hydramine (‘benadryl’) and supportive bandaging. They found the most 
consistently efficacious to be calcium lactate given in doses of 10 grains 
(0.6 g.) three times daily. Although there is no direct evidence of a deficiency 
of ionized calcium in the majority of persons suffering from nocturnal 
cramps it is known that calcium ions have a local inhibitory effect on neuro- 
muscular excitability. Rivlin (1955) has shown that the nocturnal cramps 
occurring in association with varicose veins may be prevented by the simple 
measure of raising the foot of the bed by approximately nine inches (23 cm.) 
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THUMB SUCKING 
EXTREME views are often advanced about the significance of thumb sucking 
Some aver that a child who continues to suck his thumb after the age of 
two or three certainly requires psychiatric attention. Some consider that 
severe deformities of the mouth and teeth are often caused by the habit 
Others pooh-pooh the need to take it seriously, and hold that dental 
deformities, if they occur at all, are always temporary and reversible. As is 
usual when such contrary views are expressed, the truth lies somewhere 


between these extremes. 


PSYCHOLOGICAL ASPECTS 


The pleasure, or at least the solace, which at all ages we gain by putting 
things in our mouth is an obvious fact. Babies begin by sucking the nipple 
and later, until recent years, would graduate to the dummy. At some time 
during the first few months nearly every baby discovers how to get his 
thumb or fingers into his mouth, and the resulting added contentment and 


ease of getting off to sleep are gratifying to all concerned. (There is no truth 
in the idea once held that the babies who suck the thumb are those who have 
had insufficient suckling, for babies reared entirely on spoon feeding have 
been shown to suck their thumbs no more than others.) The school child 
chews his pencil or bites his nails. Adults suck pipes, hookahs or cigarettes 
and chew gum or betel-nut leaves, according to custom 

Chis being the case, we should hardly expect that the child who con- 
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tinues to thumb-suck is necessarily maladjusted. It is nevertheless true that 
the child who is unhappy, who is bored, or whose hands are not otherwise 
occupied, is more likely to require this source of comfort. In short, faced 
with a thumb-sucking child, we should take heed of a possible psychological 
background to the habit, but should not assume that such must necessarily 
be present. 
THE DANGER OF DENTAL DEFORMITIES 

The main factor determining dental alignment is heredity. Of subsidiary 
importance is the forward pressure exerted by the tongue on the front teeth, 
countered by the backward pressure of the lips. 

Children who have inherited a sound bite are relatively invulnerable to 
acquiring dental deformities, and if the deciduous teeth do become displaced 
by thumb sucking, spontaneous correction takes place after the habit ceases. 
By contrast, if a child inherits a faulty bite, quite small forces acting on the 
teeth, such a* may result from thumb sucking, can lead to progressive 
malalignment of the teeth. The thumb may succeed in pushing the lower 
teeth back and the upper teeth forward to the point where the lip seal 
breaks down. Finally the lower lip may come to be inserted behind the 
upper incisors, ensuring that the deformity remains permanent unless action 
is taken. 

Thus the danger of thumb sucking causing dental deformities will 
depend not only upon the intensity and persistence of the habit, but also 
to a large extent upon the soundness or otherwise of the bite. The habit is 
without effect upon other oral structures such as the palate. 


MANAGEMENT 

The first step is to explain to the parents that the habit is not so serious a 
matter as they have probably imagined. If the child shows evidence of a 
behaviour disorder, or is unhappy or bored, the right course will be to deal 
with the situation generally, ignoring the thumb sucking. When the habit 
is an isolated symptom, success will depend upon gaining the child’s interest 
in his own cure, and this should be possible above the age of about five. 
Without the child’s cooperation attempts to stop his thumb sucking will 
only cause resentment, expressed by his persisting with the habit all the 
more flagrantly. 

The family may agree on a secret code word to signal, ‘You're sucking 
your thumb’, which may be used in company without exasperating the child. 
The wearing of a leather stall is an unobtrusive reminder to the child. 

If there is an appreciable gap between the upper and lower front teeth 
the advice of a dentist should be sought. The child is often impressed by 
actually seeing his own dental casts with the evidence of tooth displacement. 
Thumb sucking during sleep can be prevented if the child agrees to wear a 
perspex shield in front of the front teeth during the night. 

Doucias GAIRDNER, D.M., F.R.C.P. 
Pediatrician, Addenbrooke's Hospital, Cambridge. 





NOTES AND QUERIES 


Phenylbutazone 
Query. 
the administration of phenylbutazone in rheu- 
matoid and osteoarthritis? I have abandoned 
this treatment as so many patients complain of 
side-effects, but |! that 
difficulty can be giving a smaller 
dose, which is of equal therapeutic effect. If 
recommended? 


What is the present position regarding 


now understand this 


overcome by 


this is so, what dose is now 


REPLY In spite = its toxic side- 


effects, phenylbutazone is still used in rheuma- 


frequent 
toid and osteoarthritis. In the early davs dosage 
was too high, and the long action of the drug 


effects. This 


profession at 


led to cumulative was not fully 
appreciated by the the time. In 
doses of up to 400 mg. a day, taken always with 
meals, side-effects are much less common, and 
although the therapeutic effect may not be so 
marked it is well worth a trial in this dosage, in 
both rheumatoid 

It is customary to reduce the 
figure controls the 
symptoms. At this level toxic effects may well 
occur, but If a therapeutic 
effect is not apparent within five days there is 


and osteoarthritis 
dose to the 
which 


lowest patient's 


often 


much less 


little point in continuing at this dose-level 
F. Dupiey HART, M.D., F.R.C.P 


(Estrogens in Coronary Infarction 


It is considered that @strogens protect 
extent from 


which is as yet 


(QUERY 
the female to a 
infarction by 


certain coronary 


action 


sorne 


unknown. | notice that some authorities have 
attempted to prevent this occurrence in males 
me, but have stated that the 


Would it not be 


by giving the horn 
side-effects were severe 
feasible to give, for example, ethinyl oestradiol, 
0.05 mg., for prolonged 


should 


in a daily dosage of 
periods? (This 
effects.) | have in mind 
might benefit from such therapy 
His father 


losage cause no ill- 


several patients who 
One has a very 
bad family history grandfather and 


two elder brothers have succumbed from 


coronary thrombosis at early ages. He is now 
40 years old, and is tending to put on weight 
but is holding his own quite well with dietary 
measures. I should be glad to know whether 


you consider it worth while to put him on 


cestrogens 
Repiy.—The 
contained in the article t 
Edinburgh, appeared in the 
Heart Journal, 1954, 47, 348. lt 
smaller dose than o.2 mg. of ethinyl estradiol 
could not be relied upon to lower the level of 
cholesterol im the plasma significantly and 


reply this query is reall 


Oliver and Boyd of 
which American 
showed that 


would not provide therefore a reasonable basis 
for preventing further deposition of atheroma 


With the 


80 pronounced 


in the coronary arteries dose of 


effects 
frequent that these 


0.2 mg., side were and 


authors did not consider it 


i satisfactory method of treatment. The only 


weaknesses in their cas« were that the tests 


; 


with smaller dosage were conducted on a rather 


small number of subjects, and one could not be 


absolutely certain that a small! dose insufficient 


to lower the cholesterol might not still have 
influence over the devek 


likely, me 


their argument is sound 


some pment ot 


itheroma. It seems ertheless, that 
and that doses neces 
attended 
hbido 


most 


sary to produce significant changes are 
by these side-effects rf 


fatigue and 


which loss of 


dizziness nausea are the 


prominent 


I should think, myself, that som Ss upset 


ting way of reducing the plasma cholesterol 


etther by means of other steroids or, indeed 


other substances altogether, will be found ix 
distant future 


H. A 


Excessive Post-Lactational Shrink- 
ing of the Breasts 
(QUERY l wo | atet r ar | or 


the not very 
De WAR M.D RC. 


the treatment ommon 
condition 
of the 


chiefly young rous, womer Car 


wasting 


tatior 


anything 


Repty 


for this type ‘ shri ay pos 


lone 


sibly be due resulting 
from mild and transien tal failure at the 
erapy would 


tue of parturiti 


therefore It might i 
considerabl. 

patient nunction of 
grarmrn } f a drencestr 
taining 25 mg. per gramme nm 
i period of about xX Weeks 
response s obtamed, the 
repeated, after a fortnight’s 
subsequent occasions 


P.M. F. Biswor 


two 


Varicose Eczema with 
Autosensitization 


(QUERY © as a patient a lady, aged 45 


in eczematous patch, 3 inches in 


on the mght ankle some two years 


ago. This healed but left an intense generalized 


pruritus which resisted all forms of treatment, 
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including barbiturates. A year ago she de- 
veloped a generalized dermatitis with pruritus, 
which responded to ACTH, leaving in its train, 
however, black pigmented spots all over the 
body. The eczematous patch has now flared up 
again, with generalized pruritus end the de- 
velopment of papules all over the body. There 
is no anemia. The blood Kahn reaction is 
negative. There is no glycosuria or albuminuria. 
She has varicose veins in the right leg. 

Would you please suggest some line of treat- 
ment, as the pruritus is becoming intolerable? 


Rerp.y.—The condition would appear to be a 
varicose eczema initially, with subsequent dis- 
semination due to the process of ‘autosensitiza- 
tion’. Generalizatior: of a localized eczema or 
dermatitis (particularly of the hypostatic kind) 
with a disproportionate degree of pruritus is far 
from uncommon in women at the climacteric 
who have vasomotor instability and a skin which 
has become irritable and hypersensitive in the 
wide meaning. The determining cause of the 
general flare in such cases is often an emotional 
upset of some kind, sometimes combined with a 
change in local treatment which has aggravated 
the primary patch. 

The patient should be put to bed until the skin 
settles, preferably in hospital right away from 
housework and home worries. Bland local 
treatment should be applied, such as oily cala- 
mine lotion or (for weeping areas) oily calamine 
with the addition of }% to $% ‘argyrol’, with 
possibly ‘eurax’ anti-pruritic cream or hydro- 
cortisone skin ointment to limited areas. Arachis 
oil or 1%, cetrimide could be used for occasional 
cleansing as soap must be avoided, and regular 
sedation should be given, such as pheno- 
barbitone, } grain (30 mg.) two or three times 
daily. Otherwise, in view of a likely psycho- 
logical element in this case, benefit may be 
obtained with chlorpromazine in an oral dosage 
of between 75 mg. and 150 mg. daily in divided 
doses at 8-hourly intervals. Finally, if the itch- 
ing is very severe and the dermatitis widespread 
and provided there are no contraindications in 
the patient’s general state, the short-term 
administration of cortisone would be justifiable. 
None of these measures, however, would be 
likely to succeed without hospitalization. 

The ‘black raised pigmented spots’ which 
were left when the previous attack of dermatitis 
healed are likely to be a mole of sorts which 
sometimes appears in large numbers on a skin 
that has been severely inflamed. Some of these 
may regress spontaneously; otherwise any that 
are prominent or cause inconvenience could be 
removed with trichloracetic acid or the electro- 
cautery 

E. W. Prosser THomas, M.D. 
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Pseudohypertrophic Muscular 
Dystrophy 

Query.—One of my patients, a child aged 7, 
is suffering from pseudohypertrophic muscular 
dystrophy. I should be grateful for advice as to 
the latest treatment of the disease 


Rerp.ty.—The latest treatment which has been 
widely used is to give vitamin E 
the form of wheat germ, one ounce daily (about 
6 mg. of alpha-tocopherol), others give much 
larger doses (100 to 200 mg. of alpha-tocopherol 
daily). No benefit is to be expected except that 
the parents may be happier to feel that some- 
thing is being done. The effect of vitamin E 
deficiency on muscles is discussed by F 
Bicknell and F. Prescott in “The Vitamins in 
Medicine’ (third edition, 1953, Heinemann, 
London). 


some use It in 


Puitip EVANS, M.D., M.S¢ 


idiopathic Steatorrhea 

Query.—! have a patient, who has been ex- 
amined and investigated by a consultant 
physician and diagnosed as suffering from 
ceeliac disease. She is a married woman in her 
thirties and had some similar trouble as a child 
and again as an adolescent. She is on a dietary 
regime, but has shown no appreciable improve- 
ment in either weight or the number of stools 
passed daily. | would appreciate any advice you 
could give me in dealing with this difficult case 


Repiy.—Cerliac disease is primarily a disorder 
of childhood, but in many cases symptoms per- 
sist into adult life or remain latent and recur in 
varying degree in later years 
condition is called idiopathic steatorrheea and its 
origin in childhood may be forgotten. For many 
years the standby of treatment has been rigid 
restriction of fat in the diet as a natural corollary 
to the failure of fat absorption clearly shown by 
chemical analysis of the stools and their pale 
fatty appearance. It is doubtful if this measure 
alone often leads to complete recovery, but 
symptomatic improvement usually follows and 
in some cases normal health and regular bowel 
actions result. Additional symptomatic treat- 
ment is important, since weight, growth and 
bone formation may all suffer owing to lack of 
absorption of iron, calcium, vitamins and other 
essential food factors. Indeed, the disorder 
probably represents a degree of faulty absorption 
of almost all types of food and even perhaps 
intestinal gas—which may be the cause of the 
troublesome flatulence and meteorism which is 
a feature of the disorder. 

In recent years folic acid, 10 to 30 mg. daily, 
has been used in treatment with varying success 
and in some cases cortisone by mouth has led 


In such cases the 
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to considerable umprovement in fat absorption 
More important, however, in treatment are the 
observations of Dicke and others, in 1950, 
which have shown that in children with ceeliac 
from the diet of all wheat 
gluten leads to remarkable and often complete 


disease, exclusion 


recovery. In adults, results are less certain and 


there is a latent period of several weeks after 
the start of the regirne before any benefit is seen 
It is, however, well worth while giving a gluten 
free diet a thorough trial, but this must be very 
strictly maintained for at 


three months 


enforced and least 
If this is done there is a good 
The diet is not an easy one 
» avoid any relaxation 
f gluten-free diets can be found in 
an article by Sheldor (Lancet, 
1952, ii, yo2), or may be arranged and super- 


vised by a trained dietitian 


prospect of success 
but it is most important t 
Full details 

and Lawson 
The essential is to 
though 
wheat (Energen) may safely 


exclude al wheat-containing foods, 


special gluten tree 
be given 


Various emulsifying agents have also beer 


given by mouth as an aid to fat absorption, but 
these vary in their effect and are often expensive 


Among these agents derivatives of sorbitan 


mono-oleate, such as ‘sorlate’ (Abbott), in doses 


of 3 to 6 g. daily, may be tried. Pancreatic pre 


parations, with bile salts, or alone, are not of 
since the 


these 


value in case of cehac disease 
intestinal ‘at-splitting is not at fault in 
case? 

THomas HuNT, D.M., F.R.C.P 
Radioactive Isotopes in Radiology 
QUERY 1 would be 


provide me with 


grateful if you could 


information regarding the 


use of radio . otopes in radiology 


AND 


QUERIES 


REPLY 


graphy 


The 


would be 


only isotope for medical radio- 
and the 
that the 


tumes are always liable to be at 


thulium specific 


activity obtainable is so low exposure 
half to 


For this reason, and also from the 


ieast 
one minute 


point of view of contrast, its use is limited to 


; 


parts of the body having simple bones which 


can be fixed without movement during the time 
other isotopes that 


of exposure. There may b« 


will give a similar performance, but | doubt 
better 


J). F. Lourn 


if they will be any 


Homeopathy and Poliomyelitis 
(QUERY 
homeopathy 


I have heard that doctors who practise 
consider a sul 
lathyrus 200 « to be 


poliomyelitis. | 


~tunce known as 


a prophylactic against 


would appreciate an expert 


opimon upon this somewhat startling claim 
REPLY 
ludicrous. The 
difficult to test as th 


4 claim of this sort of course is quite 
a situation of this kind 
effect of 


neck to avoid 


odds in 
must be as 
wearing a horseshoe round one 


; 


» road accident. The chances of avoiding the 


road accident, or polio, are about one hundred 


thousand ¢ ne, so of course anything you do 
1s likely t 
make If wt 


subject, it 


substantiate any claim you care to 


were a serious contribution to the 


} 


could be easily demonstrated as 


being effective in an experimental poli miyelitis 


trial, the kind of work which is being done very 


extensively the present time. For example, the 
use of some f the snake enoms a8 an inter 


ference phenon ; 


' ‘ interest im 
experimental neurotropic virt 


W. Rircnre Russe 
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Oral Cyanocobalamin in Pernicious 


Anemia 
Recu! 


maintain patient with pernicious 


ar oral doses of 1 mg. of vitamin B,, will 
anzmia in 
satisfactory hematologic and neurologic remis 
sion when gi it weekly intervals’, according 
to E. H. Reisner et al. (New England Journal of 
Medicine, Septem! 22, 1955, 253, 502). This 
conclusion is bs on the results in a series of 
were followed for periods of 
20.9 


been on parenteral cyanoco 


43 patients 


twelve to twenty-eight months (average 
All had 


vitamin B,,) for at 
switched to oral therapy 


months) 
least six months 
The 


form of a 


balamin 
before being 
cyanocobalamin was given im the 
1-mg 


occurred on a weekly 


tablet N haematological relapses 


dose of 1 mg., but there 


were one relapses \ ’ this 


dose was only ver tour 
weeks. In each such case ¥ ‘ remission 
was prompt and satisfactorily maimtamed on 
weekly 


with 


oral administration. Of the 14 patients 


signs of neurological wu ilvernent, eight 


showed improvernent on oral therapy, and four 


remained static. One had 


a slight neurologica 


relapse on weekly oral therapy but improved 


promptly when the dose was increased to twice 


weekly The 


sonism and it was difficult to assess 


remaining case had also Parku 
the precise 


response to oral (or parenteral) therapy. Serun 
vitamin B,, levels of patients on oral therapy 
ncereased in relation to the frequency of 
treatment and ‘compared favourably with thos 
parenteral therapy In 


that oral 


im patients receiving 


discussing the argument therapy is 
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contraindicated because of the risk of patients 
not continuing their treatment at home, it is 
reported that only three of the patients in this 
series did not continue to attend—one of these 
left the district and the other two were psychotic 
alcoholics who ‘had a bad attendance record 
on their previous therapy’. 


Polymyxin-Bacitracin Ointment in 


Ocular Infections 

AN ointment containing 400 units of bacitracin 
and 10,000 units of polymyxin B per gramme of 
petrolatum has been found effective in the 
treatment of blepharitis and corneal ulceration 
by D. Ainslie (British Journal of Ophthalmology, 
September 1955, 39, 557). It also appeared to be 
useful as a prophylactic agent against ocular 
wound infection. Laboratory experiments 
showed that the range of activity of this ointment 
covered all pyogenic organisms likely to infect 
the eye. In 24 of 33 cases of ulcerative blepharitis 
symptoms and signs disappeared completely 
following one course of treatment, Consisting of 
application of the ointment four times daily for 
one week and then twice daily for a further two 
to three weeks. In addition, saline lotion was 
used to help in the removal of crusts and dis- 
charge from the lid margins. Another six cases 
relapsed when treatment was stopped, but 
further treatment kept the condition under 
control. Healing occurred rapidly in 20 cases of 
non-specific corneal ulceration in which the 
ointment was applied twice daily; atropine 
drops were also instilled daily in 18 of the cases. 
The duration of treatment ranged from three to 
eight days. Of 123 cases of corneal injury due to 
foreign bodies or abrasions, in which the oint- 
ment was used prophylactically, 115 healed 
uneventfully, whilst in only five cases was 
carbolization required. Treatment here consisted 
of twice daily application of the ointment to the 
conjunctival sac for one to eight days, atropine 
drops being instilled in the more severe cases. 


Osteoporosis 

OSTEOPOROSIS is a common and neglected 
disorder, according to W. P. U. Jackson (South 
African Medical Journal, September 17, 1955, 
29, 885). The main causes include prolonged 
immobilization in bed; this is particularly 
marked in paraplegics. Csteoporosis of the 
spine also occurs in patients who have chronic 
pulmonary emphysema. ‘Probably all women 
past the menopause and men in old age lose 
mineral from their bones and become in varying 
degree, osteoporitic’. The loss of height, long 
known to occur in the aged, is an effect of 
osteoporosis. In women the osteoporosis is 
probably more severe following an artificial 
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menopause than in a natural menopause. This 
group is successfully treated by estrogens, and 
Jackson recommends that estrogens should be 
given permanently to all women in whom an 
artificial menopause has been induced. The 
osteoporosis of elderly men is probably asso- 
ciated with an androgen deficiency, and should 
be treated with testosterone to which enough 
e@strogen is added to prevent sexual over- 
stimulation. In unusually severe cases of 
osteoporosis in later life the possibility of mye- 
lomatosis or masked thyrotoxicosis must always 
be excluded. Osteoporosis and spinal collapse 
are ‘the big bugbears of long-continued high- 
dosage ACTH and cortisone therapy’. Finally, 
there is the idiopathic group, of which Jackson 
has seen 32 cases. It is more common in men 
than in women; in women it is usually asso- 
ciated with pregnancy or’ lactation. There is 
no known satisfactory treatment for this group. 


Treatment of Renal Tuberculosis in 
Children 


Tue following treatment is recommended by 
J. K. Lattimer (‘Pediatric Clinics of North 
America’, August 1955, p. 7¢3) for renal 
tuberculosis in children. For the purposes of 
treatment he classifies these cases into two 
groups: those with minimal lesions (no pyelo- 
graphic deformity), and those with advanced 
lesions (one or more excavated calyces). In 
children with minimal lesions treatment consists 
of streptomycin, 20 mg. per kg. body weight in 
a single injection, twice weekly; isoniazid, 5 mg. 
per kg. daily, in three divided doses; PAS, 
6 to 12 g. daily, in three divided doses. After six 
months the streptomycin may be discontinued, 
and the isoniazid and PAS are continued for 
another six months. In children with advanced 
lesions all three drugs are continued in the above 
dosage for twelve to eighteen months. In cases 
in which one kidney is severely destroyed and 
the other is apparently normal, it may be 
desirable to remove the destroyed kidney. In 
such cases isoniazid and PAS (in the above 
dosage) are given for one to four months 
preoperatively and continued postoperatively 
for a total of one year. 


The Surgery of Bronchial 
Carcinoma 

As a result of an eight-year follow-up, Russell 
Brock and L. L. Whytehead (British Journal of 
Surgery, July 1955, 43, 8) conclude that radical 
pneumonectomy is a more satisfactory method 
of treatment of bronchial carcinoma than simple 


pneumonectomy. The operation of radical 
pneumonectomy consists of a block dissection of 
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the mediastinal lymph-nodes, in addition to 
total resection of the affected lung at the site of 
origin of the main bronchus and vessels: stress 
is laid upon the importance of routinely securing 
the pulmonary artery and vein at their very 
origin, within the pericardium. Such intra- 
pericardial ligation should always be done with 
resection of an oval of pericardium surrounding 
the hilar structures. During the cight-year 
period, 1947-55, 145 radical pneumonectomies 
have been performed and 49 simple pneumo 
nectomies. The immediate mortality rate of the 
radical pneumonectomies was 11°, compared 
with 18% for simple pneumonectomy. The 
survival rate for 
this series is 50 
simple pneumonectomy 
patients still alive after radical pneumonec 
shows that 15 have survived for five years 
more, and another 14 have survived for at leas 
four years. Of the nine patients surviving simple 
pneumonectomy, six have survived for five years 
or more. The authors Radical 
pneumonectomy is, in theory, a sound operation 
for bronchial carcinoma and in practice, over 
an eight-year period, has shown itself to be fully 
satisfactory and to give a higher percentage of 
cures’. 


Surgery in Acquired Heart Disease 
In a review of the selection of patients for 
surgery in acquired heart disease, Paul Wood 
(British Medical Bulletin, 1955, 11, 203) reports 
that the operative mortality in valvotomy for 
mitral stenosis is now 5 The results are 
excellent in 75°, of cases, whilst a further 10° 

are improved. In view of the tendency to post- 
operative re-stenosis, which so far is occurring 
at a rate of 2 per annum, it is stressed that 
‘premature valvotomy must be avoided’. Effort 
intolerance is one of the major factors in assess- 
ing suitability for operation. Patients with only 
slight intolerance should be left alone, whilst 
those with considerable or gross intolerance 
should be treated surgically. The intermediat 
group of those with moderate effort intolerance 
presents many difficulties in deciding whether 
or not operation is indicated. In patients under 
the age of 20 operation should be postponed as 
long as possible. When a patient is in the fifties 
it may be wise to recommend valvotomy before 
he reaches the age of 60 if he has moderate effort 
intolerance, condition is 
deteriorating embolism is the one 
complication of mitral stenosis which calls for 


radical 
compared with 18 tor 
An analysis of the * 


Ppneumonectom 


conclude 


especially if the 


Systemic 


valvotomy at a time when the operation would 
be judged other grounds 
Pulmonary apoplexy should not ordinarily be 
regarded as an indication for valvotormy 
Pulmonary edema ‘demands urgent valvotomy’, 


premature on 
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but it is not an acute surgical emergency. “The 
presence or absence of auricular fibrillation has 
no bearing on the question whether or not a 
case of mitral stenosis requires valvotomy’ 
Although many attempts have been made to 
repair mitral incompetence, none has been really 
successful so far. Aortic valvotomy for aortic 
stenosis still carries a mortality rate of around 
30%, but this is attributed largely to the fact 
that only advanced cases have been operated on. 
A plea ts made for consideration of the opera- 
thon at an earlher stage of the disease. Aortic 
may be treated surgically by 
neerting @ plastic valve in the descending aorta, 
bast the eration is still in the experimental 
stawe a 3%, of all cases of mitral stenosis 


incom petence 


ricuspid stenosis, and of these 5 to 


probably severe enough to warrant 


uaged valvotomy 


Hydrocortisone in Strictures of the 
Urethra and Meatus 


\ “SIMPLE, effective therapy’ for 
urethral and meatal strictures is described by 

D. Bonner et al. (New England Journal of 
Medicine, July 28, 1955, 253, 130) following its 
successful use in a series of 18 patients (10 with 
Initially, 


inexpensive, 


meatal, and 8 with urethral, strictures) 
6.25 meg 


cortisone were injected directly into the stricture 


of an aqueous suspension of hydro 
at ‘two clock’ positions or 3 and 9 
three times on alternate days 
was increased to 12.5 mg the 
injections and the interval between them were 
[he average 


5 and 7, 
Later, the dose 


number of 


varied to suit the individual patient 


number of injections required was three, 


although one patient required eight. All patients 
prophylactic 
treatment. In the case of meatal strictures no 
anesthetic was required and the injection was 
done directly, without the aid of urethroscopy, 
with a 2-mil. syringe and a 22-gauge needle 
Strictures of the anterior and posterior urethra 


received chemotherapy during 


were located and visualized through a McCarthy 


foroblique panendoscope, and was 


done with an endoscopic needle passed through 


injection 


the panendoscope and inserted into the stric- 
Vision The injection was 
under with 1:500 
solution or under spinal or general 
With each treatment the 
dilated to its 
In only one case was a second 


ture under direct 


made local anaesthesia 
nupercaine 
anesthesia stricture 


was first lumit of distensibility 
without rupture 
single dilatation 
Success did not appear to depend on the dura 
change 


first injection 


necessary after treatment 


tion of the stricture, since a definite 


occurred in every case after the 
This was a softening and an easy distensibility 
point where 


that progressed to the a stricture 
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could no longer be felt’. Results were ‘excellent’ 
in all cases. 


Normal Blood Counts in 
Adolescents 


‘PUBLISHED data on the nonnal blood picture in 
adolescence are relatively scarce and show 
considerable disagreement’ according to J. M. 
Leichsenring and her colleagues (American 
Journal of Diseases of Children, August 1955, 90, 
159). They therefore made blood counts in a 
series of 110 boys, aged 12 to 21 years, and 130 
girls, aged 12 to 20 years, all of whom ‘had been 
chosen as 4-H health champions’ in Minnesota. 
In the case of the boys the mean hemoglobin 
values rose from 13.0 + 0.71 g. per 100 ml. 
of blood in the 12-year-old group to 15.1 
0.76 g. in the 16-year-olds. Red cell counts 
increased from 4,240,000 + 210,000 per c.mm 
to 4,850,000 + 360,000, whilst mean corpuscular 
hemoglobin showed no significant variation 
with age, the mean value for the entire group 
being 30.8 + 1.1247. Red cell diameter was 
also uninfluenced by age, the observed mean 
diameter being 7.88 + 0.184. The reticulocyte 
count for the group was 1.01 + 0.46%. The 
mean haemoglobin level for the 12-year-old 
girls was the same as that for the boys in this 
age-group, but thereafter it remained un- 
changed, or fell slightly in the case of the girls. 
It fell to 12.7 0.81 g. in the 16-year-old 
group, rising to 13.3 0.48 g. in the 18-to- 
20-year-old-group. Red cell counts followed the 
haemoglobin values, ranging from 4,310,000 + 
170,000 in the 12-year-old group to 4,190,000 
270,000 in the 16-year-old group, and 4,340,000 

200,000 in the 18-to-20-year-old group. As 
in the case of the boys, the mean corpuscular 
hemoglobin for the girls was uninfluenced by 
age, the mean for the group being 30.4 
1.0mry. Red cell diameter also showed no 
significant change with age, the mean being 
7.94 0.154. The reticulocyte percentage for 
girls was 0.93 0.52 


Treatment of Sleeping Sickness 

In a review of sleeping sickness in East Africa, 
K. C. Willett (East African Medical Yournal, 
July 1955, 32, 273) states that ‘the drug of 
choice is still suramin; there is nothing as yet 
that can replace it for treatment of the early 
case, and if the diagnosis is made early enough 
cure is certain’. The recommended course of 
treatment is five injections of 1 gramme each cn 
days ‘s’ (= start of treatment), ‘s + 2’, ‘s + 7’, 
‘s + 14’, ‘s + 21’. Suramin is usually given 
intravenously in 10°, solution in distilled water, 
but it can be given intramuscularly. The sub- 
cutaneous route is too painful. It is essential 
that the solution should be freshly made up and 
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administered at once. Slight albuminuria often 
occurs during treatment, but ‘is not a cause for 
concern’. The only advantage that pentamidine 
has over suramin is that the course of treatment 
is shorter, and against this must be balanced the 
fact that 7. rhodesiense may show resistance to 
the drug. The therapeutic course of pentamidine 
is usually ten imtramuscular injections of 4 
mg./kg. (not less) on consecutive or alternate 
days. The other drug discussed is ‘mel B.’, 
which is a combination of ‘melarsen’ and BAL. 
Dr. Willett has had no personal experience of it, 
but he quotes Dr. Apted, the sleeping sickness 
officer of Tanganyika Territory, as saying that 
* Mel B. is too dangerous to use for the treat- 
ment of early Rhodesian sleeping sickness, for 
which stage suramin continues to be the drug 
of choice’, but ‘for the treatment of those 
hitherto classed as “incurable”, Mel B. shows 
very great promise and gives greater cause for 
hope than any other drug yet tried’ 


. ’ 

Farmer's Lung 

“Farmer's lung’ is a condition of 
etiology, but the commonly accepted view is 
that the causal factor is a fungus in the dust 
obtained from mouldy hay. In reporting four 
cases in male farmers with admitted exposure 
to poor quality hay, J. C. Joyce and D. Kneafsey 
(Journal of the Irish Medical Association, 
October 1955, 36, 313) summarize the salient 
findings. ‘Two characteristic features suggest the 
diagnosis: (i) dyspnea out of all proportion to 
the remainder of the symptoms and signs; (ii) 
a history of recent exposure to mouldy hay or 
corn. The onset may be acute or subacute. The 
former is characterized by rigor, sudden 
dyspnoea, cough and sputum, and a ‘feeling of 
being caught in the chest’—usually within a few 
hours of exposure to large quantities of dust 
from hay ricks or barns. The only sign in the 
chest is usually fine rales widespread over both 
lungs, but most marked at the bases. The sub- 
acute type has a more gradual onset following 
repeated exposure such as characteristically 
occurs from stall-feeding cattle in the winter 
Dyspncea and cough become gradually worse 
until the patient has to seek medical advice. The 
pulmonary signs are as in the acute type. X-rays 
may reveal no pulmonary abnormality in the 
acute case, but in the subacute cases there is a 
fine reticular mottling throughout both lung 
fields. The important differential diagnosis is 
miliary tuberculosis in the acute type, and 
sarcoidosis in the subacute type. Both types tend 
to spontaneous improvement, but symptoms 
may persist for up to three months. Treatment is 
mainly symptomatic. Recommended prophy- 
lactic measures for farmers who are handling 
badly saved hay are adequate ventilation of barns 
and stables and the wearing of an effective mask. 


doubtful 
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lated to seek further knowledge in such pam- 
phliets as are published by the National Asso- 
ciation for Mental Health and/or to join such 


organizations as the National Association of 
Parents of Backward Children. The book 
therefore serves a useful purpose and the 
writer is to be commended for attempting the 
extremely difficult job of guiding and reassuring 
parents through the printed word. The physician 
may safely recommend it to intelligent parents, 
especially when it can be supplemented by 
personal discussion. 


Surgery of the Sympathetic. By ALEXANDER 
Lee McGrecor, M.cx., F.R.c.s. Bristol: 
John. Wright & Sons Ltd., 1955. ‘Pp. 
177. Figures 101. Price 30s. 

THis monograph sets out to give the information 

essential to the understanding of the sympathetic 

nervous system. It begins with four introductory 
chapters outlining the anatomy and physiclogy 
of the autonomic nervous system in a clear and 
concise fashion. The admirable line drawings 
are the work of Dr. E. A. Thomas. The remain- 
ing 19 chapters are devoted to the application of 
this knowledge to disease and injury. The 
important subjects of vasospastic and oblitera- 
tive arterial disease, causalgia, cold sensitivity 
and hypertension are dealt with in some detail. 

The operative surgery includes well-illustrated 

descriptions of the standard cervico-dorsal, 

thoraco-lumbar and lumbar sympathectomies. 

As would be expected from the pen of Mr. Lee 

McGregor, the applied anatomy in these sections 

is vividly presented. 

The least satisfactory part of the book is the 
lack of adequate follow-up studies of personal 
series. There are no details as to the end- 
results of cervico-dorsal or lumbar sympathec- 
tomies, and in the section on hypertension 
the follow-up is based on a questionnaire with a 
trace rate of only 46 per cent. 

The smooth and flowing style is very agreeable 
to read and the compact size of the book makes 
it attractive for a busy practitioner. It will make 
a particular appeal, however, to surgeons 
interested in the details of the operative surgery 
of the sympathetic nervous system. 


Practice of Dynamic Psychiatry. By Juves 
H. MAsserMan, m.b. Philadelphia and 
London: W. B. Saunders Co., 1955. 
Pp. xxx and 790. Price 84s. 

Tus handsomely produced volume has been 

written with skill and authority. The material 

1s the obvious distillate of long experience and 
therapeutic maturity; the style, though at times 
somewhat pedantic, makes for enjoyable and 
stimulating reading. In these days of rancorous 
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rivalries between the various schools of psy- 
chology, it is refreshing to note the author's 
sober eclecticism and his ability to penetrate 
many ‘iron curtains’ within psychiatry. 

The book is divided into five sections. 
Part I discusses basic interview techniques in 
psychiatry, and in this respect the author deals 
ably with current misconceptions. commonly 
encountered: e.g. he deprecates ‘questionnaire 
techniques’ by which the unskilled interviewer 
attempts with Procrustean ruthlessness to fit 
the patient's life-story to some prearranged 
doctrinaire scheme. Part II is concerned with a 
dynamic evaluation of the various clinical syn- 
dromes in psychiatry. Here the author roundly 
condemns much present-day psychiatric ter- 
minology as being anachronistic and misleading, 
likening it to the terms, earth, air, fire and water 
in relation to modern physics. Part III illus- 
trates ways of formulating psychiatric reports 
for non-psychiatric consultants and considers 
the relationship of the psychiatrist with referring 
physicians, social agencies and courts of law. To 
the British reader sore of the case illustrations 
in this section may seem unnecessarily verbose. 
In Part IV the author makes an incursion into 
some theoretical considerations of affect, self 
and cosmos. Part V, by far the longest and 
weightiest section, deals with the strategy and 
tactics of dynamic psychotherapy. The main 
emphasis is upon psychoanalytically derived 
insights, but the author does not regard the 
analytic couch as the solution to all human 
conflicts. 

This book provides an admirable text for the 
young psychiatrist in training, but is likely to 
prove a little unwieldy for the general medical 
reader who will often require a more concise 
statement. For those responsible for teaching 
psychiatry to undergradvfates or postgraduates 
there is an excellent appendix on the planning of 
curricula. 


Clinical Disorders of Hydration and Acid- 
Base Equilibrium. By Louis J. Wet, 
M.D. Boston: Little, Brown & Co.; 
London: J. & A. Churchill Ltd., 1955. 
Pp. xiv and 262. Price 42s. 

Curmica disorders of hydration and acid-base 

equilibrium present peculiar difficulties both to 

the teacher of medicine and to the practitioner. 

These arise from the fact that such disorders are 

not diseases in their own right, and a classical 

approach which attempts to describe their 

symptomatology and treatment as if each were a 

separate pathological entity, leads only to con- 

fusion. The author of this book is well aware of 
this danger and he has produced a work which 
not only integrates physiology with this aspect 
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of clinical medicine, but which shows how 
physiological knowledge may be gained from a 
study of pathological processes. In the classical 
literature of acid-base equilibrium much con- 
fusion has arisen from the use of the terms 
‘acids’ and ‘bases’ without proper definition and 
often apparently 2s synonyms for anions and 
cations respectively. It is a pleasure to find a 
primarily clinical .uthor using these terms in 
accord with modern concepts of chemistry and 
with the Bronsted Lowry theory. The advantages 
of this practice are clearly seen in the clinical 
devoted to acidosis and 
alkalosis. The widely stated heresy that sodium 
loss leads to acidosis is avoided and these dis- 
orders are described logically and properly in 
terms of hydrogen ion retention and excretion. 
Bicarbonate becornes a ‘base’ and, though this 
nomenclature that used in Dr 
Gamble’s classical monograph, the discerning 
reader will much there is to 
recommend it 

This is the 
publications on 
attractively 


sections metabolic 


con‘licts with 


realize how 


best of a long series of recent 
this subject. It is pleasantly 
written published. It is 
thoroughly recommended to all those interested 
milieu intérieur’. 


and 
in the mysteries of the 


Dextran, Its Properties and Use in Medicine. 
By Joun R. Squire, M.D., F.R.C.P., et al. 
Oxford: Blackwell Scientific Publica- 
tions, 1955. Pp.g1. Figures 7. Price 153. 

Tuts book, which has been compiled by four 

leading research workers, is an analysis of the 

present position of dextran as a plasma sub- 
stitute. The 
probably the most effective plasma substitute so 
far developed, and has its greatest part to play 

(i) in normal transfusion practice while waiting 

done, and when 

(ii) in places where 


authors conclude that dextran is 


tor compatibi! ty tests to be 


plasma is not availabk 
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devoted to the 
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national emergencies 
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lextran in the 


(ii) im 
two-thirds of the 
behaviour of body 
clinical uses, and the remainder to its chemistry, 
physical properties and synthesis. Plasma sub- 
stitutes are playing an important role in tran’- 
fusion and this clearly written and authoritative 
value both to clinicians and to 


n this field 


account will be of 
research workers 


My Duodenal Ulcer and I. By Dr. Stuart 
Morton. London: Christopher Johnson 


Publishers Ltd., 1955. Pp. 213. Illus- 


trations 6. Price 16s. 
Dr. ‘Stuart Morton’, a Glasgow graduate, had 
from his duodenal ulcer in 
Since then he has had 


the first melena 
1910, at the age of 15 
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thirty ‘major’ hemorrhages, one perforation, and 
four operations. The first of these was a gastro- 
enterostomy in Glasgow in 1911, the second 
was a laparotorny, the third a partial gastrectomy 
by Moynihan, and the fourth an undoing of 
the gastro-enterostomy by Donald Balfour at the 
Mayo Clinic. Out of this gruelling experience, 
Dr. ‘Morton’ has distilled a philosophy of life 
and a modus vivendi which all victims of this 
currently fashionable disease will do well to 
study 

This, however, is not just another popular 
health for the The 
ulcer’ history into 
There 


exposition on layman 
author cleverly 
the story of his life as a ship's surgeon 
world which he has not 


Royal Navy or 
As a genuine record of the 


weaves his 


are few parts of the 
visited as an officer of either the 
the Merchant Navy 
work of a ship’s surgeon it is a useful antidote 
to Richard Gordon's best seller on the subject 
This is a story which was well worth telling 
and one which will appeal to all who have 
sailed the high seas, 
fellow-members of the 


as well as to the author's 
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NEW EDITIONS 
A Textbook of Medicine, edited by 
Cecil, m.p., and Robert F 
ninth edition (W. B 
remains one of the best textbooks of medicine 
The 


contributors includes 11 surgeons 


Russell L 
Loeb, M.D., in its 
Saunders Co £5 $8.) 
in the English language team of 172 
and between 
them they present as comprehensive a picture 
is possible to have 
book. This 
multiplicity of authors has its drawbacks 
the critical reader may wonder whether a little 
been to the 


of clinical medicine as it 


between the covers of one very 


and 


selection might not have 


of the seeker after the 


more 


benefit essential facts 


Revision has not been all it might have been, 


and it is strange to find vagotomy referred to 


as ‘a new surgical approach to the treatment of 


peptic ulcer’. Similarly it is disconcerting to 


find the misleading statement still perpetuated 
that 
mouth in the who has had a hama 
ternesis. This, book 
continue to be referred to by the discriminating 


sucking ice relieves the dryness of the 
patient 
however, is a which will 


practitioner 


1 Textbook of Midwifery for Students and 
Practitioners, by R. W. Johnstone, C.8.£.,; M.D., 
F.R.C.S.ED., F.R.C.0.G., F.8.8.8., and R. J. Kellar 
M.B.E., M.B., F.R-C.P.ED., F.R.C.S.ED P.B.C.O.6., 
F.R.S.E., in its sixteenth edition (A. & C. Black 
Ltd., 355.), is likely to prove as popular as its 
predecessors. It is full of knowledge presented 
to the reader with great 
there are full discussions of controversial matters 
with carefully set-out arguments, together with 


clarity and charm 
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dogmatic advice and recapitulation of ‘nportant 
points, all of which are so helpful to the student. 
There is, however, a very old-world air about 
this book, which, though it may bring back 
nostalgic memories of alma mater to the many 
thousands who must have read earlier editions, 
may not have so great an appeal to the modern 
undergraduate. The instruction that a catheter 
must be passed by sight is a shadow of the 
past which makes strange reading in a modern 
edition. Other opinions will not meet with 
general approval. For example, the packing of 
the cervix and vagina with gauze as a method of 
treating inevitable abortion when the ‘os 
internum will not admit one finger’ must be a 
poor substitute for evacuating the uterus there 
and then. It may be thought, too, that the 
emphasis on axis-traction in forceps delivery is 
no longer justified now that the high forceps 
delivery is so seldom practised. Why, too, is 
there a section on pubiotomy and none on 
symphysiotomy which has completely super- 


seded it? The statement that ‘it is not as a rule * 


either necessary or desirable to make any pelvic 
examination’ in early pregnancy must be 
challenged. How otherwise can an unsuspected 
ovarian tumour in early pregnancy be recog- 
nized? A much more serious criticism is the 
authors’ reluctance to advise Caesarean section 
in some cases of dystocia, presumably for fear of 
sepsis. 

Although the treatments described in many 
parts of this book are disappointing, the care 
with which che book has been compiled, the 
excellence of the style and illustrations, and the 
vast amount of basic information available in it 
will commend it to many. 


Cardiac Emergencies and Heart Failure, by 
A. M. Master, m.p., M. Moser, m.p., and H. L. 
Jaffe, M.p., second edition (Henry Kimpton, 
28s.).—Since the first edition appeared in 1952 
there have been substantial advances which are 
now incorporated with an indication of their 
relative merits illustrated by case reports, e.g. 
radioactive iodine in the treatment of intractable 
angina. These case reports are particularly 
attractive, being cleveriy introduced in a handy, 
pocket-size book compressed with essentials. In 
a later edition one or two skiagrams of, for 
example, pulmonary edema, might supplement 
the present fine series of electrocardiograms. 
The bibliography (346 references) is well chosen 
and the index is more than adequate. As with 
the first edition, we have nothing but praise for 
this book. 


Significance of the Body Fluids in Clinical 
Medicine, by Alexander Leaf, m.p., and L. H, 
Newburgh, M.D., in its second edition (Black- 
well Scientific Publications, 18s.)., is an ex- 
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cellent, concise, clearly written introduction to 
the normal and abnormal physiology of the body 
water and electrolytes. Unless thoroughly 
familiar with this field every doctor in hospital 
practice should read this little book. Even milli- 
equivaients are made comprehensible. Perhaps 
one of its strongest and most original points 1s 
that due attention is given to the intracellular, 
as well as to the more familiar extracellular fluid. 


The Cytology and Life-History of Bacteria, by 
K. A. Bisset, p.sc., in its second edition (E. & 
S. Livingstone Ltd., 25s.) appears after an 
interval of five years and, whilst the general 
format is the same, there is an increase in size of 
28 pages, and the lists of references given at the 
end of each chapter have been greatly extended. 
Dr. Bisset sets out to prove that bacteria possess 
an intricate structure, comparable with that of 
other living cells, and to study the bacteria as 
living bodies. He presents an interesting case 
but throughout there is a tendency to minimize 
the inherent technical difficulties and the 
possible production of artefacts. It is therefore 
doubtful if some of the far-reaching conclusions 
can be fully justified from the evidence presented. 
Nevertheless, this is a stimulating and provoca- 
tive book which should be read by all interested 
in bacteriology and genetics. It is well illustrated 
and excellently produced. 


Anatomy and Physiology for Nurses, by W. P 
Gowland, M.D., F.R.c.s., and John Cairney, 
M.D., D.Sc., F.R.A.Cc.S., fourth edition (N. M. 
Peryer Ltd., 45s.).--The production of four 
editions and three reprints since 1941 bears 
testimony to the popularity and value of this 
book. The present edition has been enhanced 
by the elaboration of the chapters on metabolism, 
biochemistry and endocrinology. These are 
concisely written, well tabulated and, what is 
most important, capable of easy assimilation by 
the student nurse. This volume can be recom- 
mended for its intrinsic value both to the sister 
tutor and to the nurse in training. 


INDEX AND BINDING CASES 
The index to Vol. 175 (July-December 1955) will be 
forwarded to all subscribers with the January 1956 issue 
Binding cases for this and previous volumes are available 
in green cloth with gilt lettering, price 5s. each, post free 
The cases are made to hold 6 copies after the advertise- 
ment have been removed ; they are not self-binding 
Alte: natively, subscribers’ copies can be bound at an in- 
clusive charge of 12s. 6d. per volume; this includes the 
cost of the binding case and return postage. 





The contents of the January issue, which will contain 
# symposium ©n ‘Antibiotics’ will be found on page cxii 
at the end of the advertisement section 


Notes and Preparations, see page 76) 

Fifty Years Ago, see page 767 

Motoring Notes see mage |xxxvu 

Annual Report of College of Genera! Practitioners 
see supplement pages 1-40 
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on the newest form 
of ACHROMYCIN 


Doctors everywhere have been quick to 
recognise the unparalicied merits of ACHROMYCIN. tetracycline 
and Lederle, in turn, have been quick to extend the range of 
ACHROMYCIN preparations, so that the antibiotk may t employed 
to fullest advantage loday that range grows wider I with the 
introduction of Acuromycin Troches A potent weapon in cases 
of bacterial invasion of the throat and mouth Dissolved slowly in the 


mouth, the troches exert a powerful broad-spectrum action against 


numerous oral infections commonly met with in day-to-day practice 


CHROMYCIN 


*Regd Trade-Mark TETRACYCLINE 


TROCHES 


AchRoMYCIN us evetlable also in the followeng form 
CAPSULES TABLETS - INTRAMUSCULAR - INTRAVENOUS 
EAR SOLUTION . PEDIATRIC DROPS. ORAL SUSPENSION 
OINTMENT OPHTHALMIC OINTMENT OPHTHALMK 
POWDER STERILISED SOLUBLE TABLETS SPERSOIDS* 
Daspersible Powder SYRUP 


LEDERLE LABORATORIES DIVISION 
(yanamud Products Zid Busi HOUSE - LONDON « WC. TEMPLE BAR 
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A SAFE ANTIHYPERTENSIVE 


Serpasil 


pure crystalline reserpine from Rauwolfia 








ACTS ON THE HYPOTHALAMUS 
REDUCING MENTAL TENSION AND STRESS 
IN HYPERTENSION 


AND IN ANXIETY STATES 


Tablets of 0.1 mg., 0.25 mg., 1 mg. and 4 mg 
Ampoules of 1 mg. and 2.5 mg. 
Serpasil Elixir now availabie 
Bottles of 100 ¢.cm. 


CaiBa 


* Serpasil’ is a registered rade mark. Reg. user 
CIBA LABORATORIES LIMITED, HORSHAM, SUSSEX 
Telephone : Horsham 1234 Telegrams : Cibalabs, Horsham 
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NOTES AND PREPARATIONS 


NEW PREPARATIONS 
“DeLTamipe’ is a ‘quadruple sulphonamide’. It 
is available as a chocolate-flavoured suspension 
and in tablet form, each tablet or each teaspoon- 
ful (5 ml.) containing 0.167 g. of sulphadiazine, 
0.167 g. of sulphamerazine, 0.056 g. of sulpha- 
methazine and o.111 g. of sulphacetamide 
The tablets are supplied in bottles of 50 and 
100, and the suspension in bottles of 4 and 16 
ounces. (Armour Laboratories, Hampden Park, 
Eastbourne, Sussex.) 


*‘Disipa’ (6-dimethylaminoethyl-2-methylbenz- 
hydrylether hydrochloride) is intended for the 
treatment of Parkinsonism. It is claimed that it 
‘diminishes the rigidity and rigor and therefore 
allows the patient to live a more useful life’ and 
also ‘gives the patient a sense of well-being’. 
Nausea occasionally follows its administration 
but this is controlled by modification of the 
dosage. Issued as 50-mg. tablets in bottles of 
roo and 250. (Camden Chemical Co. Ltd., 
61 Gray's Inn Road, London, W.C.1.) 


‘“Mictine’ brand of 1-allyl-3-ethyl-6-aminotet- 
rahydropyrimidinedione is a non-mercurial oral 
diuretic for use ‘in the maintenance of an 
cedema-free stute in any patient requiring 
diuretic therapy; and in the initial and con- 
tinuing control of patients in mild congestive 
failure’. Side-effects are minimal and it may be 
given ‘in the presence of renal or hepatic 
disease’. Supplied as 200-mg. uncoated tablets 
in bottles of 25 and 100. (G. D. Searle & Co 
Ltd., 17 Manchester Street, London, W.1.) 
‘Pipapon®’ brand injection of dipipanone hydro- 
chloride is ‘a new synthetic analgesic of the 
morphine type’, and is indicated ‘for the relief 
of severe pain when sedation is also desirable’. 
Available in 1-ml. ampoules containing 25 mg., 
in boxes of 12. (Burroughs Wellcome & Co., 
183-193 Euston Road, London, N.W.1.) 


‘Procep:1’ throat tablets each contain 4 mg. of 
cetyl pyridinium chloride, 100 mg. of sodium 
propionate B.P.C., and 5 mg. of benzocaine 
B.P. They are ‘completely non-toxic and have 
no harmful side-effects’. It is stated that four 
tablets taken in succession result in an average 
reduction of 90°, in living bacteria in the throat 
and mouth and that cases of severe tonsillitis, 
pharyngitis and stomatitis have been cured in 
48 hours. Issued in cartons containing 18, and 
in a dispensing pack containing 498, foil- 
wrapped tablets in strips of six. (Harker-Stagg 
Ltd., Emmott Street, London, E.1.) 


*TaxoL-METHIONIN®’ tablets each contain 0.2 g 
of Dl-methionine, 0.1 g. of bile salts B.P.C 
0.05 g. of pancreatin B.P.C., 0.01 g. of ‘aloe 
B.P. ferox’, and 0.05 g. of agar-agar B.P. It is 
claimed that they ‘quickly and efficiently relieve 
constipation and hepatic insufficiency and pre- 
vent, or eradicate, the complications, such as 
headache and allergic manifestations, arising 
therefrom’. Issued in packs of 36 tablets 
(Continental Laboratories Ltd., tro: Great 
Russell Street, London, W.C.1.) 
cream contains ‘dilatal’ 
methyl -3'-pheny]- 
hydrochloride] in 
methy! 


“THERMONA’ analgesic 
{1-(p-hydroxyphenyl)-2-(1 
propylamino)-propanol-(1) 
combination with propyl! salicylamide, 
nicotinate and glycol salicylate, in a non-greasy 
base. It is indicated in the treatment of rheu- 
matic disorders, sciatica and lumbago, and ‘may 
also be used as an adjuvant to the systematic 
treatment of peripheral vascular dis- 
orders’. Supplied in tubes of 20 g. (Smith & 
Nephew Ltd., Bessemer Road, Welwyn Garden 


City, Herts.) 


some 


"Va_mip’ tablets each contain o.s5 g. of 1-ethinyl- 
cyclohexyl carbamate and have ‘a rapid and very 
short-acting depressant effect on the 
They are said to be free from 


central 
nervous system’ 
side-effects and 
3 or 4 a.m. by the patient who tends to wake in 
Issued in bottles of 15, I00 
(Eli Lilly & Co. Led., Basing- 


‘can safely be taken as late as 
the early hours’. 
and 1000 tablets 
stoke, Hants.) 


PHARMACEUTICAL NOTES 

Evans Mepicat Supr.iies Lrp. announce that, 
following upon the adoption of an international 
standard for hyaluronidase, each 3-mg. vial of 
their preparation ‘rondase’ contains 1000 i.u. of 
hyaluronidase. A vial of ‘rondase’ in the twin- 
pack ‘ergo-rondase’ contains 330 i.u. of hyalu- 
ronidase. (Speke, Liverpool 19.) 

Rixer Lasoratories Lrp. announce that their 
preparation ‘kolantyl’ is now available in liquid 
form (‘kolantyl gel’). Two large teaspoonsful 
(10 ml.) of the gel are equivalent to one tablet. 
Available in bottles containing 12 ounces 
(Morley Street, Loughborough, Leicestershire.) 


Smita Kure & Frencu Inrernationat Co 
announce the addition of ‘eskacillin’ 200 sulpha 
to their range of penicillin preparations. Each 
3.5 mi. of this preparation contains 200,000 i.u 
of penicillin and o.5 g. of sulphadimidine 
Supplied in bottles containing, when dispense 
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1} fluid ounces. (Coldharbour Lane, London, 
S.E.s.) 


NEW APPARATUS 

A. & H. Pweumatic Dermatome (McIndoe’s 
Pattern) provides ‘a speedy and safe’ method of 
cutting intermediate skin grafts of any length, 
in widths of from 1} in. to 3 in., and up to 2 mm. 
in thickness; single controls regulate width and 
thickness. The whole instrument, including the 
air-operated motor and connecting hose, can be 
sterilized by boiling or autoclaving. ‘Phe dis- 
posable blade, of the detachable wafer type, is 
securely held in a lever-locked blade holder and 
can be fitted easily and quickly. (Allen & 
Hanburys Ltd., London, E.2.) 


*ELcastat’ portable deionizer ‘supplies instantly 
purified water equivalent to triple glass distilled 
water’. A ‘built-in resistivity meter provides an 
infallible check on the quality of the effluent’ 
and the ion exchange resins (‘elgalites’) are 
supplied in easily detachable cartridges. The 
amount of water which one cartridge will de- 
ionize depends upon whether the water is ‘hard’ 
or ‘soft’ but the approximate cost of treating 10 
gallons of water is said to range between 5}d. 
and 11s. 3d. (Elga Products Ltd., Railway 
Place, Wimbledon, London, S.W.19.) 


‘E.men’ is the name of a new range of light- 
weight (22 to 26 ounces) lamps, which includes 
an ultra-violet ray lamp and a radiant heat 
lamp, both of which can be used on the table, 
chair or wall, and an infra-red ray lamp for 
table use only. All models are designed to fit 
also on to either of the two ‘elmed’ floor stands, 
if desired. (Electro-Medical Hire Ltd., 74 New 
Cavendish Street, London, W.1.) 


Tue ‘Levir’ bath lift ‘enables the infirm and 
those incapacitated by paralysis, rheumatism 
and similar conditions to get into and out of a 
bath without danger or difficulty’, and is ‘equally 
applicable’ for use in hospital or nursing home 
and in the patient's own home. (John Bell & 
Croyden, Wigmore Street, London, W.1.) 


Tue ‘Monarcn’ diagnostic x-ray unit comprises 
a tilting table and a rail-mounted tube stand 
and is said to be admirably suited to a compre- 
hensive range of radiographic and fluoroscopic 
work. (Metropolitan-Vickers Electrical Co. Ltd., 
Trafford Park, Manchester 17.) 


FILM NEWS 
La Presse Médicale announces that a prize of 
100,000 French francs will again be awarded in 
1956 for the best 16-mm. medical film which is 
neither subsidized nor produced by a laboratory 
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or firm. The latest date for submission of films 
is February 20, 1956. Further details can be 
obtained from La Presse Médicale, 120 Boule- 
vard Saint-Germain, Paris VI*. 


Fine Chemicals for Medical Use (16 
colour, sound; running time 19 minutes) illus- 
trates the methods employed by May & Baker 
Ltd. in the production of their chemical prepara- 
tions, from the research stage to packaging 
Details regarding arrangements for showing the 
film to medical, pharmaceutical and nursing 
groups may be had upon application to May & 
Baker Ltd., Dagenham, Essex, or any of their 
associated companies overseas. 


mm... 


Scientific Film Association.—The winter pro- 
gramme of the Scientific Association includes a 
lecture on “The use and abuse of film in medical 
illustration’ by Dr. R. Ollerenshaw of the 
department of medical illustration, Manchester 
Royal Infirmary. The lecture will be delivered 
in the Mezzanine Cinema, Shell-Mex House, 
Strand, London, W.C.2, on January 27, 1956, 
at 6.30 p.m. 


FORTHCOMING CONFERENCES 
Tue third international conference of the /nter- 
national Union for Health Education of the Public 
will be held in Rome and is tentatively fixed for 
April 27 to May 5, 1956. Information regarding 
the questions to be discussed and the conference 
programme may be obtained from Dr. John 
Burton, Medical Director, The Central Council 
for Health Education, Tavistock House, Tavi- 
stock Square, London, W.C.1. 


Tue fourth /nternational Congress on Diseases of 
the Chest, sponsored by the Council on Inter- 
national Affairs of the American College of 
Chest Physicians, will be held in Cologne on 
August 19 to 23, 1956. The Honorary President 
will be Chancellor Konrad Adenauer and the 
President will be Dr. Gerhard Domagk. Further 
information may be obtained upon application 
to the Executive Offices, American College of 
Chest Physicians, 112 East Chestnut Street, 
Chicago 11, Illinois, U.S.A. 


ROYAL COLLEGE OF SURGEONS 

A PROVINCIAL meeting of the fellows and mem- 
bers of the Royal College of Surgeons of 
England is to be held in Manchester on Decem- 
ber 10. This is a new venture of the College, 
to hold such a meeting outside London, and the 
Council are anxious that the first occasion 
should be a great success. Full details can be 
obtained from the Secretary of the College, 
Lincoln's Inn Fields, London, W.C.2. 


CONTINUED ON PAGE 765 
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in more 
infections... 


more effective 
more quickly 


more conveniently 


‘Terramycin 


ese aneer @enavrereacorvrerttae 


TERRAMYCIN with its wider antibacterial range assures a greater 

chance of success in more infections than any other anti-infective agent. 
There are tablets for adults, a palatable oral suspension for chilkiren, 
paediatric drops for infants and many other convenient forms 

for topical and parenteral use. 

Norma! temperatures in 24-48 hours are usual with TERRAMYCIN therapy. 
TERRAMYCIN—administered promptly — frequently reduces the cost of health. 


Pfize WORLD'S LARGEST PRODUCER OF ANTIBIOTICS 


PFIZER LTD - FOLKESTONE © KENT 
*Regd. Trade Mark 
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Syrup Calcidrine. 


SYRUP CALCIDRINE offers, in a 
palatable and well-tolerated combination, 
an effective cough sedative, with 

distinct antispasmodic properties 

The high iodine content of the product, 
as represented in caletum iodide 
distinguishes it from the usual 

By 


combining the expectorant effect of 


demulcents and expectorants. 


iodine, the antispasmodic action of 
Ephedrine and the sedative action of 
Nembutal, a preparation is obtained 
which can be utilized to great advantage 
in the treatment of simple acute and 
subacute bronchial infections, especially 
where night cough prevents proper 

rest and sleep. Syrup Calcidrine is 
exceptionally well tolerated since 

ite high iodine content seldom 


Obbott 


produces any gastric disturbance 
or untoward effects. The vehicle of 
syrups of wild cherry and tolu, with 
aromatics, in which this combination 
is presented, makes it palatable and 


excellently suited for patients of all ages 


Each fluid ounce contains 
lodide, BP 4 
Ephedrine Hydrochloride 
Sulphate, BP 4 
Nembutal ( Pentobartitons 
Aleohal, BLP 

Syrup of Tolu, B.P 
Syrup af Wild Cherry 


1934 

BP 

lus4 
Sodium BP 


Calevan 


Codeine 


Syrup Calcidrine 


Average Adult Dose: 1 
2 to 4 hours until relieved 


teaspoonfuls ever 


at longer 


or 2 


then intervals 


ABBOTT LABORATORIES LIMITED - PERIVALE - GREENFORD - MIDOLESEX 
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ROYAL MEDICAL BENEVOLENT 

7 FUND 

\ THe purpose of the fund is ‘to give pecuniary 
assistance to distressed members of the medical 
profession, their wives, widows and children’, 
and the 119th annual report shows that the total 
charitable distribution during 1954 was £44,741! 
In view of the fact that expenditure exceeded 
income by {2,232, a special appeal is made to 
‘the rank and file of the profession’ to become 
subscribers. The immediate need is for further 
covenant subscriptions on a seven-year basis 
thereby doubling the 
subscription. Assistance is given to all deserving 
applicants whether or not they have subscribed 
to the Balliol House, Manor Fields 
Putney, London, S.W.15.) 


nearly value of each 


fund. (1 


SPOFFORTH HALL 
Tue third annual report of the Elizabeth Fry 
Memorial Trust is devoted to an account of the 
year’s work at Spofforth Hall Centre. Whereas 
in previous years the majority of mothers were 
admitted to the centre on the recommendation 
of medical officers of health, its approval by th« 
Home Office in April 1954 as a home to which 
mothers convicted of neglecting their children 
could be sent as a condition of a probation order 
has brought about a change in the type of family 
admitted. During the mothers were 
sent by medical officers and 10 by the Courts, 
respectively, during 1953-54 
that although much 
good done for mothers on such a 
probation order, the records show that if only 
many of these cases had been referred earlier for 


year, 19 


as against 25 and 3, 


The report emphasizes 


work 5 


a period of recuperation and training they might 
have been spared the experience of prosecution 
authorities have powers to help such 
in cases in which such powers do 


Local 
families and, 
not exist, the committee has a bursary fund and 
try, if need be, to pay the full cost of 
maintenance. (Beverley House, Shipton Road, 


York.) 


will 


CENTRAL MIDDLESEX HOSPITAL 
In the annual report of the Central Middlesex 
Hospital for 1954, phenylbutazone is described 
as being ‘of great value in acute and subacute 
cases of rheumatoid arthritis where simple anal- 
gesics have been ineffective and cortisone and 
ACTH are not available or are contraindicated’ 
The patient, however, must be under strict 
supervision Among 136 patients receiving 
phenylbutazone during the last two years there 
have been two serious, though non-fatal, com- 
plications. One patient with no previous history 
of dyspepsia perforated a duodenal ulcer. 
Another developed agranulocytosis but was 
later found to be suffering from systemic lupus 
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erythematosus. The maintenance 
pernicious an@mia is now standardized at 200 
peg. of cyanocobalamin every two months. On 
this regime there have been no haematological 
or neurological relapses. In November 1954, an 
immigrant attended the venereal diseases de- 
partment with his ninth attack of gonorrhawa 
since his arrival in this country in 1950. The 
present waiting time for a varicose vein appoint 
ment is nine months, and a further three to six 
months elapse between the 
availability of surgical treatment 


therapy of 


appointment and 


rUBERCULOUS HOUSES 
another ‘old wives’ tale’ has fallen before 


Yer 


the inexorable advance of modern scientific 
medicine. As a result of an investigation in 
Harrow and Edgware, J. B. Clark (Med. Offr, 
1955, 94, 33) describes as ‘a myth’ the old story 
that certain houses in a district tend to house 
tuberculous people among successive occupants 
From his figures, obtained from an examination 
of the initial tuberculous notifications during the 
period, 1930-51, he concludes that ‘it is purely 
persons not in 


notified 


coincidental that two or more 
with each other are 
from the same address’ 


contact initially 


4 MILLION DOCTORS 
Accorptne to J. L. Troupin (Bull. Wid Hith 
Org., 1955, 13, 345), there are 1,192,000 doctors 
in the world, practically 900,000 of whom are in 
Europe North The average 
population per doctor is 2,222 persons. In 14 


and America 
countries the number of persons per doctor is 
under 1000, whilst in 22 20,000 
persons or more per doctor. The country with 


there are 
the largest number of per doctor is 
Ethiopia (164,835). The smallest number is in 
Israel, with 431 doctor. Austria 
comes next with 646, and then the U.S.S.R 
with 758. Comparable figures for the Common- 
wealth are 1,145 in the United Kingdom, 1,004 in 
Ireland, 969 in Canada, 1,039 in Australia, 797 
in New Zealand, 1,726 in South Africa, 5,806 in 
India, and 36,073 in Pakistan. In the United 
States there are 777 persons per doctor 
JUVENIL@ SUICIDE 

Durinc the 16-year period, 1938-53, in England 
and Wales there were 357 suicides (274 boys and 
83 girls) and 1,218 attempted suicides among 
children aged 8 to 17 years. If the children in 
this age-group are subdivided into ‘children’ 
(ages 8 to 14) and ‘adolescents’ (ages 14 to 17), 
D. Muleock (Med. Offr, 1955, 94, 155) reports 
that the figures show 45 suicides (37 boys and 
8 girls) and 96 attempted suicides (54 boys and 
42 girls) among ‘children’, and 312 suicides 
(237 boys and 75 girls) and 1,122 attempted 
(378 and 744“ girls) among 


persons 


persons per 


suicides bovs 
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‘adolescents’. Nearly half the boys who com- 
mitted suicide adopted hanging or self-strangu- 
lation, whilst a third or more adopted gassing by 
coal-gas. Among girls, about 70°, used coal-gas, 
and not one used hanging or strangulation. 


PUBLICATIONS 

The Importance of Physiotherapy in the Treat- 
ment of Sick Children, by Joan M. Jewry- 
Harbert, m.c.s.p., rightly emphasizes the 
importance of the physiotherapist as a member 
of the pediatric team. The author stresses the 
need to understand, not only the natural history 
of the condition from which the patient is 
suffering but also the effect of disease on the 
child’s mental state so that more individual 
treatment may be given and cooperation 
obtained by wide variation in the presentation 
and practice of the exercises. The section on 
treatment in cases of respiratory tract infection 
and the appendix of illustrated ‘baby exercises’ 
are particularly useful. Much of this volume 
will be of value to physiotherapist and pedia- 
trician. (Staples Press Ltd., price 10s. 6d.) 


Before and After Childbirth, by Jane Madders, 
M.C.8.P., DIP.PHYS.ED., is an illustrated booklet 
designed to show how a mother can prepare 
herself for childbirth and then regain her figure 
after the baby is born. It also tells the mother 
in simple language some of the important points 
of labour and how the exercises are designed to 
help her. The illustrations are good and are 
helped where necessary by diagrams. It can cer- 
tainly be recommended to expectant mothers 
and will no doubt have large sales. (E. & S. 
Livingstone Ltd., price 3s.) 


Whys and Wherefores in Tuberculosis, by George 
Day, M.p., and Tuberculosis and the Individual, 
by J. S. Campbell.—The first of these booklets 
comes from a witty sanatorium physician ; it 1s 
delightfully readable and should be read by 
every patient with tuberculosis. 

Mr. J. S. Campbell is primarily a Scottish 
broadcaster and has no stated personal con- 
nexion with tuberculosis. His book is a com- 
petent exposition of a brief, lacks the authenticity 
of the hot breath from the horse’s mouth, is 
faulty not so much in facts as in emphasis, but 
does give some very useful information on the 
patient’s money affairs. This is obviously Mr. 
Campbell's line; for the purely medical side it is 
strange that the NAPT cannot produce an 
author from its own stables. (National Associa- 
tion for the Prevention of Tuberculosis, price 
3s. 6d., and 55., respectively.) 


German-English Medical Dictionary, by W. O. 
Goulden, B.A., Da.pun., is a most useful 
addition to the list of German dictionaries. It 
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will appeal particularly to that large rumber of 
British doctors whose knowledge of the language 
is just sufficient to allow them to pick the 
essential facts out of a German article. With this 
dictionary by their side the task will be cased 
considerably. It includes around 50,000 entries 
(J. & A. Churchill Ltd., price 45s.) 


’ Remember, by Captain Cyril F. Bird, consists 
of the inconsequential, if racy, reminiscences of 
a septuagenarian accountant who has defrayed 
the entire cost of producing the book so that 
the whole of the proceeds from its sale can be 
devoted to the British Empire Cancer Cam- 
paign. His reminiscences range from childhood 
in Suffolk, through accountancy in the Far East, 
and service in the Army in the 1914-18 War to 
a busy professional life in the City for the last 
thirty years. It contains few dull pages and 
several good stories. (Hutchinson & Co., 
price 15s.) 


Biology of Anopheles Gambia, by Dr. M. H 
Holstein, is W.H.O. Monograph Series No. 9 
The work upon which it is based was under- 
taken in French West Africa with the aim of 
studying those aspects of the biology of Anopheles 
gambia which are of importance in combating 
malaria by insecticides and also of investigating 
the existence of races or varieties of this species 
of mosquito. Amongst other important findings 
it was shown that it is necessary to seck out 
shelters wherein A. gambia estivates during the 
dry season in West Africa and to attack them 
there. The work is a valuable contribution to 
knowledge regarding A. gambia and to the 
control of the malaria which it transmits. (H.M 
Stationery Office, price 13s. 6d.) 


Elizabeth Craig’s Invalid Recipe Book contains a 
useful list of practicable recipes for the conva- 
lescent patient or for the patient who has been 
ordered a ‘light diet’. Copies may be obtained, 
free of charge, from Benger’s Ltd., Holmes 
Chapel, Cheshire. 
OFFICIAL NOTICE 

Whole-time Specialists and Domiciliary Consulta- 
tions.—The Minister of Health has approved 
the provisions of MDB. Circular No. 27 which 
authorizes the payment, subject to certain con- 
ditions, of whule-time specialists for domiciliary 
consultations. In the case of whole-time 
specialists no payment will be made in respect 
of the first eight domiciliary consultations in 
any one quarter. Thereafter the fee per con- 
sultation will be four guineas. The maximum 
remuneration from this source (excluding 
travelling and subsistence allowances, additional 
mileage payment, and fees for the use of the 
officer's own apparatus) will be 200 guineas in 
any quarter or 800 guineas in any year, which- 
ever the officer prefers. 
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SERENITY 


in the 


menopause .. . 


The menopause is a normal milestone 
in life, yet it is often accompanied by emotional 
disturbances with increased tendency to irritability 
and to disturbed harmony with friends and family. 
MIXOGEN tablets, by correcting 
endocrine imbalance, give rapid relief in the simplest and 


most economic way. 


dosage : |-2 tablets daily 


MM ixo G E nw = ae = 


Esch tablet contains ( 0044 mez 
OESTROGEN-ANODROGEN SYNERGY 


of crystalline ethinyloestracdio 
B.P. and 76 mg. of crystalline 
methyltestosterone 6.P. Tubes 


Literature and sample on request. of 25 and bottles of 100 
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free discussion, calling forth From the fair jewel, Truth, its latent ray 


James Thomson: Laberts 


DECEMBER 1905 


ONCE again the Editor waxes eloquent on his Metchnikoff offered his services to Pasteur, who 
favourite subject, but it is one which continues at once placed a laboratory at his disposal 
to be of topical interest to-day “That the There he has remained for 17 vears His life, 
congress 1s a useful mmstitution in its way can simple and strenuous, has been one of single- 
scarcely be denied. That it is too much with vs, minded devotion to the search for truth 
however, at the present day is past question When tobacco was first intioduced into 
Not only are there too many congresses, but Europe, it was regarded ‘as a panacea and 
some of them at least have become so unwieldy especially as a preservative or antidote against 
that they are in danger of perishing of their own syphilis, which, as was then thought, had 
bulk. One fatal flaw in organisation runs through _recently been brought into Europe by the dis- 
them all, and that is the needless waste of time 

caused by the reading of long papers. This 

might easily be remedied by having the 

Papers or reports with which discussions are to 

be introduced printed beforehand and circu- 

lated among members. At the meeting thes« 

might be taken as read, and the discussion on 

the points raised in them might begir at or-ce 

Discussion is the very breath of life of a con- 

gress; papers can be read at home, but it is in 

debate that new truths are struck from the shock 

of mind against mind. There should be a time 

liumit for speakers, and this should be enforced 

with impartial strictness. Irrelevancy and 

twaddle should be sternly ruled out by the 

President, who should be formally invested with 

powers for the purpose, subject to an appeal to 

the meeting if they are too arbitrarily exercised’ 

Under the heading “The Discoverer of the 

Phagocyte’ an interesting account is given of 

Elie Metchr ff, ‘to whom just two and a half 

wholly umilluminating nes are devoted in 

Who's Whe The son of an officer of the 

Imperial Guard, who bred horses for the 

Russian Cavalr and of a Polish jewess, 

Metchnikoff described himself as ‘a mongrel 

having in » more Hebrew blood than Slav’ Elie Metchnikoff (1845-1916) 

He never took legree in medicine; ‘pro- 

fessional ants might therefore justly taunt coverers of America King James the First 
him, as they taunted Pasteur, with the fact that was the forerunner of the modern denouncer of 
he is an “unqualified man” ’. In 1886 he was tobacco. He believed that “there cannot be a 
appointed direct »f a bacternological station at more base, and yet hurtfull, corruption in a 
Odessa. ‘As the country round about swarmed countrey than ts the vile use (or other abuse) of 
with mad dogs and wolves, he soon found that taking Tobacco in this Kingdorne He was 
the number of patients requiring treatment left moved to write on the subject because it “is 
him no time to pursue his researches. He there- the King’s part (as the proper Physician of 
fore gave up his post, and turning his back bis Politicke-body) to purge it of all those 
finally on Russia, wandered about Europe for a diseases, by Medicines meete for the same” 
time, finally settling im Paris. The Pasteur The clergy naturally followed the lead of the 


Institute was then in course of erection, and supreme head of the church, and accordingly 
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we find . . . Joseph Hall, the famous Bishop of 
Norwich, gibing at the “Gourmand” who 
“‘whiffles himself away in nicotian incense to the 
idol of his vaine ir temperarce” ’ 

The first of the ‘Original Communications’ 
*The Thymus Gland’, is contributed by 
T. Gillman Moorhead, M.D., M.R.C.P.1., 
Physician, Royal City of Dublin Hospital, who 
devotes a section to thymotoxic sera: ‘Up to 
the present, I believe no investigations upon 
thymotoxic sera have been published with the 
exception of a brief note of my own in the 
supplement to the B.M.7. for July 1, 1905. The 
matter is one for surprise, as, after the brilliant 
results obtained by Flexner with lymphotoxic, 
splenotoxic, and myelotoxic sera, it seemed 
probable that important results might be 
obtained in this way. My own experiments .. . 
are, so far, entirely negative’. 

O. F. F. Griinbaum [Leyton], M.D., D.Sc., 
M.R.C.P., Physician to Out-patients, City of 
London Hospital for Diseases of the Chest, 
discusses “The Diagnostic Value of the Leu7o- 
cyte’; Malcolm Morris, F.R.C.S.Ep., Consijlt- 
ing Surgeon, Skin Department, St. May's 
Hospital, deals with “The Treatment of Scars 
and Cheloid’; F. A. Bainbridge, M.D., M.R.C.P 
of Guy’s Hospital, concludes his article on “The 


Pathology of Dropsy’; and Charles Greene 


Cumston, M.D., Editor, American Journal of 
Urology, presents ‘Remarks on Renal Trau- 
matism’. C. G. Cumston (aye seatnd is best 
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known for his writings on medical history. He 
was lecturer on the history of medicine and 
medical philosophy in the University of Geneva, 
and author of ‘An Introduction to the History 
of Medicine’ (1927). 

J. J. Perkins, M.B., F.R.C.P., 
Physician to the Brompton Hospital, 
“The Diseases of the Respiratory Tract 
Fairlie-Clarke, F.R.C.S., Resident 
Officer, General Hospital, Birmingham, write: 
on “The Treatment of Crushed Hands’; F. C. 
Eve, M.D., M.R.C.P., takes as his subject ‘Uric 
Acid and Diet’; and W. J. Simpson, M.D., 
F.R.C.P., Professor of Hygiene, King’s College, 
discusses “The Value of Haffkine’s Prophylactic 
in Plague’. ‘Some Medical Worthies of Bath’ are 
dealt with in ‘By-Paths of Medicine’ 

‘Notes from Foreign Journals’ mention the 
successful treatment with injections of osmic acid 
solution of obstinate tic dovloureux by Wayne 
Badcock of Philadelphia: ‘After the first night, 
the relief was complete and permanent 
man, conpletely 


Assistant 
reviews 
A) 


Surgical 


One case, a worku g was 
incapacitated by sciatica. One injection into the 
nerve was given ten years ago, and he has been 
able to earn his living properly ever since’ 

Among the books reviewed are new editions 
of Osler’s ‘Principles and Practice’: Rose 
and Carless’ ‘A Manual of Surgery’; Goodhart 
and Still’s “The Diseases of Children’; and 
Hutchison and Rainy’s ‘Clinical Methods’, 

W. R.B 
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Private rooms with special nurses, male or female, in the Hospital! or 


and 
in one of the numerous villas in the grounds of the various branches can be provided. 
WANTAGE HOUSE 


This is « Reception Hospital in 
admitted. 
Nervous Disorders by the most modern methods 


detached grounds with « separate entrance, to which patients can be 
It is equipped with all the apparatus for the complete investigation and trearment of Menial and 
; insulin treatment is available for sustatie cases. 
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Electrical baths, Plomineres treatment, &c 
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Operating Theatre 
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pathological research. Psychothe 
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rapeutic treatment is emploved when indicated 
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farm of 650 acres. Milk, meat, fruit, and vegetables are supplied to the Hospital! from the farm. gardens, and 


orchards of 
for occupying themse!ves in farming. 


Moulton Park. Occupational therapy is a festure of this branch, and patients are given every facility 
gardemng, and frust-growing. 


BRYN-Y-NEUADD BALL 


The seaside house of St. Andrews 
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MOTORING NOTES 
Be Ready For The Winter 


By ROBERT NEIL 


ALTHOUGH there are many motorists who never 
think of taking any special precautions for the 
readers of The 


winter, this is unwise, and 


Practitioner, whose cars must always be ready 
for service, would be well advised to have certain 
small, but important, items attended to in ad- 
vance, so helping to avoid inconvenience during 


the worst of the winter 


GREASING AND LUBRICATION 
When driving on snow or ice it is essential to 
handle all the controls with greater smoothness 
and delicacy than when on a dry road, and for 
this reason one of the first items to have attended 
to is the greasing and lubrication, so that all 
controls effort. If the 
greased by a garage it is better to ask them not 


move without car is 
to remove the surplus grease forced out of each 
bearing, as this surplus grease will prevent either 
wet or dirt from working in to the bearings. This 
pomt is attention on the 
steering joints. To allow the available power to 
be used delicately when the roads are slippery 
it is worth while taking some trouble ts see that 


particularly worth 


all the joints between the accelerator pedal and 
the carburettor are well lubricated. During the 
winter months it is best to follow the rule of 
little and often, even if this means having the 
principal chassis bearings greased more often 
than the maker's instruction book suggests. This 
will help to avoid the danger that, if the greasing 
is left until the bearings are stiff with semi-frozen 
lubricant, the service station applies so much 
pressure that some lubricant gets on to the front 
brake linings 

It is a sensible precaution to have the wheels 
removed, and both the nuts and wheel-studs 
thoroughly cleaned and then 
fairly thin oil. This will avoid the irritation of 
having a puncture during the winter, and then 
finding that the 
because the greas« 
coagulated with the cold 


smeared with a 


wheel-nuts are immovable 


if any—-on the threads is 


ANTI-FPREEZE 
It is probably safe to say that only the foolish 
Virgins among motorists do not use an 


radiators during the 


anti- 


freeze solutior their 


winter, but there is another attention to the 
s worth a little troublk 
Anti-freeze preparations only prevent the cool- 


do nothing to keep the 
t temperature. For this 


cooling system which 
ant from freezing; they 
water at its most efficier 
reason it is advisable to blank off a portion of the 


radiator. As well as helping the engine to achieve 
economical, 


blanking will 


its most efficient, and therefore 


temperature more quickly, this 
help the interior car heater to do its job properly 
The amount of blanking required will depend 
upon individual circumstances, but a little ex- 
periment will soon find the right amount. This 
blanking need not be unsightly, as a sheet of 
stout cardboard can be inserted in front of the 
radiator, but behind the grille 

If a windscreen washer 1s fitted——personally 


| consider this essential on crowded winter 


roads—the appropriate solvent should be added 
to the 
squirted on the windscreen. Ordinary anti-freeze 
surplus 


water to prevent it from freezing when 


is not approved on some cars, as the 


running off the screen can damage the paint- 


work 

THE BATTERY 
Before the worst of the winter arrives it is well 
to have the battery checked by the local service 
station, as it has to withstand much more strain 
during the 
battery can be reduced appreciably by making 
sure that the sump has been drained, and refilled 
vith the correct grade of thinner winter oil. If 
points to its being 


winter months. The strain on the 


examination of the battery 
below par, an overnight boosting charge can 


easily be given by any properly equipped 
garage 
HT 


THE FOG 
It is wise to check the setting of one’s fog light 
night in a dense fog 
shifted 


before being caught one 
have been from the 
The 


light beam 


as it may casily 


correct setting by a careless car washer 
great thing to avoid is having the 
set too high, although there are 

drivers who do this in the mistaken belief that 
The ideal to aim at is to 


many selfish 


they will see farther 
try and get the light beam below the fog, as 
obstacles will then be seen as a silhouette. If the 
light is too high the moisture in the fog will 
disperse the light in all directions, and much of 
it back into the driver's eyes. One or two hints 
on driving in fog might be helpful. The moment 
fog 1s seen, both the demuster and the windscreen 
wiper should be switched on. The first because 
a natural nervous reaction causes most drivers 
to lean forward in fog, in the belief that they will 
see better, and their breath will quickly mist the 
screen and reduce visibility; the second becaus« 
fog is largely moisture, but the dirt-laden par- 
ticles will quickly cloud one’s vision ahead. The 


temptation to wipe the inside of the windscreen 
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free of mist with either a glove, or the back of 
one’s hand, should be resisted, as the dirt on the 
glove, and the natural oils in the skin, will 
merely cause the screen to mist up again more 
quickly. 
TYRES AND TYRE PRESSURES 

Country practitioners might well consider pur- 
chasing a pair of the special all-weather tyres 
which are now on the market. These have a 
modified tread, similar to the trackgrip tyres 
used on service vehicles during the war, and 
will give traction in the deepest of snow or mud. 
These tyres should be used only in the winter 
months, keeping the normal type for summer 
use, as running them continuously on hard dry 
roads destroys their effectiveness for the next 
winter. 

Whatever type of tyre is used it is even more 
important in the winter to see that the tyre 
pressures are correctly adjusted, as any im- 
balance might start a side-slip. For the same 
reason the adjustment of the brakes should be 
carefully checked, as any tendency for one wheel 
to be more strongly braked could easily start a 


bad skid. 


SOME GENERAL HINTS 

it might be helpful to give a few hints on winter 
driving, as there seem to be many motorists who 
instinctively take the wrong action on skiddy 
roads. Each winter I see many motorists who, 
misunderstandiny the reason for the car’s failure 
to move off, give more and more throttle, 
although the rear wheels may be spinning madly. 
When attempting to start on either ice or hard- 
packed snow, it is essential to give the smallest 
possible throttle opening, and coax the car away. 
Not until the car is moving should more throttle 
be given..The same thing applies to the use of 
the brakes. To avoid the wheels becoming 
locked brakes should be used as gently as 
possible, when the roads are slippery. When 
driving on ice every control—steering, throttle 
and brakes—should be used with great delicacy. 
The less the steering wheel is turned the less 
will be the tendency for the rear wheels to skid. 

Observation can help considerably to turn 
winter motoring from an irksome and nerve- 
wracking task to a real pleasure, by avoiding 
frightening moments. If the road ahead is 
watched it is possible to foretell those spots 
where the overnight frost has not been thawed: 
e.g. a house close to the roadside, or an over- 
hanging tree. Even on ordinary wet roads one 
notices that the uphill sections always dry before 
the downhill portions, and this lesson is worth 
remembering on snow. The driving effort of the 
rear wheels clears the uphill sections, whereas 
the downhill sections—where most drivers are 
coasting—tend to become packed with hard 
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snow. For this reason it is wise to treat the 
summit of any hill with caution, as the road 
change from relatively 


This is especially im- 


surface can suddenly 
clear to packed snow 
portant after dark, as momentarily one will be 
unable to see the surface and judge its difficulty 
It is best to check the car’s speed before crossing 
the top of the hill, as closing the throttle 
suddenly—and nothing should be 
denly—will cause a transfer of weight from the 
rear wheels to the front ones, and this can easily 
cause a skid, more particularly if the car is to 


done sud- 


The type of road which can be very dangerous in the 
early morning, as the overhanging trees will prevent 
the frost from being thawed 


its own side of the road, and therefore down 
the camber 

Some forethought will help to reduce the 
natural tendency to nervous tension when faced 
suddenly with ice or dense fog. If the driver's 
seat is adjusted so that he has to drive with arms 
straighter, and if a conscious effort is made to 
keep the back in intimate contact with the seat, 
it will quickly be discovered that more sensitive 
control is possible, and that leaning forward 
nervously is of no help. For the same reason, 
if fog is seen ahead it is best to switch off the 
headlights, and switch to the fog lamp, before 
it is strictly necessary. This enables one to 
drive in to the fog at «a steady speed, which 
can probably be maintained, whereas if the fog 
is entered with the headlights on the resultant 
back glare may give such an initial impression 
of blindness that panic braking is used. As fog, 
which usually occurs with a rising temperature, 
can be very thick long before the temperature 
has risen above freezing point, anything that 
might cause panic braking should be avoided 


Robert Neil will be pleased to deal with any 
motoring queries our readers care to submit to him. 


These should be addressed to Fim c/o ‘The 
Practitioner,’ 5 Bentinck Street, London, W.1. 
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Report of the Second Council 


I.—-PROGRESS DURING THE PAST YEAR 
The Second Annual General Meeting 


The second annual general meeting of the College® was held in the Great 
Hall of B.M.A. House on November 20, 1954, in the afternoon, with Dr. 
G. F. Abercrombie (chairman of Council) presiding and with a large 
attendance of members and associates. Dr. W. N. Pickles was re-elected 
president for a second year and the second College Council was appointed 
On behalf of the Medical Women’s Federation Dr. Annis Gillie presented 
to the College a visitors’ book, beautifully bound in dark-blue leather with 
gold lettering, inscribed in memory of Dr. Christine Murrell. Dr. R. A 
Murray Scott, on behalf of the Yorkshire Faculty, presented a portrait of the 
president by Christopher Sanders, A.R.A., which is an excellent likeness. 

A special resolution amending the Articles of Association so that each 
faculty would appoint its own representative to Council, in addition to 
elected members, was approved unanimously. The College bye-laws were 
amended in several respects—criteria for associateship and for member- 
ship, entrance fees and annual subscription, and the constitution and 
bye-laws of regional faculties. Each of these matters gave rise to an interest- 
ing discussion, and the decisions arrived at were approved unanimously 
or by a large majority of the 300 members present 


The First James Mackenzie Lecture 
On the morning of the annual general meeting, the first James Mackenzie 
lecture was delivered, in a delightful and characteristic manner, by the 
president, Dr. W. N. Pickles, to an audience of over 300 members, associates 
and their friends. The title was ‘Epidemiology in Country Practice’, and it 
was printed in full a month later in The Practitioner,*" to which journal the 
College is indebted for the institution of this annual lecture 


The Second Annual Report 

This report,’’ which was sent to all members and associates at the end 
of October 1954, was received with interest in many quarters. During the 
next few weeks the leading articles in the medical journals commented as 
follows on the second year of the College’s work: 

The British Medical Journal. “The College is a lusty two-year-old. It has 
been cradled in general goodwill. Eschewing medical politics, it has been 
in contact with many organizations but in collision with none. The second 
annual report . . . speaks of happy relations with innumerable bodies’.° 

The Lancet. “The College has accomplished much in the past year, and 
its report illustrates how well it is getting down to its task of improving the 
efficiency and good name of general practice... The response to the 
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College's research plans shows how promising are the possibilities and how 
much has been lost by not tapping this store of original observations in the 


past’.’ 

The Practitioner. “The second annual report is a record of progress 
and consolidation of: which the College has every reason to be proud. . . 
The wise policy of decentralization has been further developed . . . The 
reports of the undergraduate education committee and the postgraduate 
education committee contain a mass of carefully correlated data which 
should prove a valuable basis for discussions on the reorganization of the 


medical curriculum which is now urgently called for’.'* 

The Medical World. “The growth of the College during its two years of 
life has been truly remarkable and the excellent relations which it has 
maintained with all the other medical bodies augur well. It has seen clearly 
that its scope and function should lie permanently in the academic field 
and that it should concern itself with such matters as research, pre- and 
post-graduate education and generally with raising the standards of general 
practice. It has wisely forsworn any interest in medical politics’.’° 

The Ulster Medical! Journal. “The “ollege of General Practitioners 
provides for general practitioners an organization of their own, to watch 
over their academic interests and in many different ways to promote good 
general practice. The enthusiasin with which it has been supported indicates 
how much such a body wa. needed’.*® 

The New Zealand Medical Journal. ‘Membership of the College has 
reached the 3,000 mark—already a figure which gives authority and influence 
to the deliberations of the College Council’.” 

Many individuals, and also the lay press, wrote with goodwill; to quote 
but two 

Sir Henry Cohen said: “The second annual report is an impressive 
document and if only a tithe of the aspirations it embodies are achieved, 
the College will make a weighty contribution to the Health Service of the 
country I am deeply interested in the welfare of your College because 
I know it has tremendous potentialities for good’. 

The Manchester Guardian, in a \eading article, said: “The recently formed 
College of General Practitioners is a healthy child The College has 
made a fine beginning; may it continue to thrive’.* 


Membership 
By the end of September 1955 the total membership had reached 3,287 
(2,735 members and 552 associates), an increase of 320 during the year 


Of the total, 465 were from overseas (g6 Eire, 193 ‘Australia, 68 New 
Zealand, 16 Malaya and g2 other countries). 


Regional Faculties 
In the words of the Foundation Council:—‘It will be largely through 
these regional faculties and the boards of these faculties that members will 
be able to help, and be helped by, the College’ (First Annual Report") 





SUPPLEMENT TO THE PRACTITIONER 


During the College’s third year great steps forward have been made in the 
development and work of the 27 regional faculties. Four new overseas 
faculties are being developed. 


(a) FACULTIES IN THE BRITISH ISLES 


It is convenient to summarize the work of faculties under the headings 
of the three main activities of the College—undergraduate education, 
postgraduate education and research. 


The Undergraduate Education Committees of Faculty Boards 


The undergraduate education committees of faculty boards report 
continued and encouraging progress. Members and associates of many 
faculties are taking students in their practices. In two faculties (Yorkshire, 
and Merseyside and North Wales) about one-third of the total number of 
members are doing so, and in the North-east Scotland Faculty ‘nearly ail 
members of the faculty have had students attached to them for a period of 
two to four weeks’, under a scheme initiated by the Aberdeen City Division 
of the B.M.A. 

Lectures by practitioners to medical students are taking place in many 
faculties; a member of the Yorkshire Faculty Board (Dr. R. A. Murray 
Scott) has been appointed Lecturer in General Practice to the University 
of Leeds, and another representative of this faculty (Dr. A. U. MacKinnon) 
has been appointed to the University Council on Instruction in General 
Practice. This faculty has also arranged an annual meeting between final-year 
students and general practitioners. Ward teaching of students by general 
practitioners (while working as clinical assistants) is being encouraged by 
the East Scotland Faculty. In Liverpool the Dean of the Faculty of Medicine 
(Dr. J. M. Leggate) and a representative of the Board of Clinical Studies 
(Dr. G. R. Ellis) have been co-opted to the Merseyside and North Wales 
Faculty Board. Many faculties are working in close cooperation with the 
British Medical Students’ Association and other student bodies; it is hoped 
that a medical student will eventually be co-opted to the undergraduate 
education committee of each faculty board. 

In Edinburgh (South-east Scotland Faculty) a careful and detailed 
investigation has been carried out into the teaching of certain aspects of 
general practice to medical students, the relation of this to the medical 
curriculum and the liaison needed with hospital teaching staffs. 

The Undergraduate Education Committee of the North Midlands 
Faculty Board was invited by the Dean of the medical school to nominate 
one of its members to sit on the Medical Selection Board of the University of 
Sheffield as one of its four members; Dr. K. C. A. Y. Baldwin has repre- 
sented the faculty at meetings of this board since October 1954. This is 
the first faculty of the College to be invited by a university to send a 
representative to its medical selection board. 
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The Posigraduate Education Committees of Faculty Boards 

Reports from the postgraduate education committees of faculty boards 
contain details of lectures, clinical meetings, dinner meetings, demonstrations, 
ward-rounds and symposia on a wide range of clinical subjects of interest to 
family doctors. These subjects have included coronary thrombosis; varicose 
ulcers; difficult obstetric cases; P.U.O.; the management of the climacteric 
in general practice; thrombo-embolic diseases; cases suitable for cardio- 
vascular surgery; rheumatism and its treatment; the use and abuse of 
antibiotics; manipulative methods; hay fever and the allergic diathesis; 
backstrain; and the induction of labour. A list of several hundred other 
diseases and problems which a general practitioner may reasonably be 
expected to meet has been drawn up and will be published later. Subjects of 
a more general nature which have been discussed by faculties during the past 


year include group practice; new practice premises: cooperation of general 


practitioners with the police; children and their common ailments; patho- 


logical services for general practitioners; interesting cases seen in general 
practice; preventive medicine in general practice; preventive paediatrics ; 
the education of the practising doctor; accidents and the general practitioner; 
the chronic and aged sick (including lectures by a nursing sister and 
almoner); modern trends in the diagnosis and treatment of psychological 
disease seen in general practice; anesthetics in general practice; and several 
discussions on the work and aims of the College and its faculties. The 
Welsh Faculty, as a result of a questionary sent to its members and 
associates, has issued a list of more than 50 subjects specially chosen as 
suitable for postgraduate lectures to family doctors 

Many postgraduate courses have been sponsored by faculties during the past 
year :—-Sunday morning courses have been perhaps the most popular; 
there have also been afternoon and evening courses. Some courses have 
lasted one day, some a week-end, others a week. At these longer meetings 
accommodation for those travelling from afar has sometimes generously 
been provided by the hospital at which the meeting has taken place, and 
social functions have been arranged to which wives, relatives and friends 
have been invited. The annual general meetings of some faculties have 
been arranged to coincide with these week-end courses. Many of these 
courses have been extraordinarily well attended. In the autumn of 1954, 
Sunday ward-rounds of 11 sessions were held in Edinburgh:- -‘Approxi- 
mately a hundred doctors took part and it is a tribute to the country doctors’ 
keenness that over 40 of them attended regularly, some of them motoring 
over 80 miles each Sunday, sometimes under very bad weather conditions’ 
I'wo one-day courses organized by the South-east Scotland Faculty were 
attended by 8o practitioners. 

Vedical films have been shown to several faculties 

Visits have been arranged to new or adapted practice premises, factories 
and local industrial concerns (North Midlands). Combined meetings with 
other faculties are described (North Midlands and North-west England) 
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Close liaison with universities and medical schools (through their consulting 
and teaching staffs), with B.M.A. branches, medical societies and with medical 
officers of health is being fostered by many faculties. The South-west 
England Faculty has co-opted the Director of Medical Postgraduate Studies 
of the University of Bristol (Dr. A. H. Gale) to its faculty board. Two 
representatives of the Yorkshire Faculty (Dr. R. A. Murray Scott and 
Dr. H. W. W. Price) have been appointed to the Executive Sub-committee 
of the University of Leeds Postgraduate Committee; and two members of 
the North-east England Faculty (Dr. Mona Macnaughton and Dr. R. J. 
Perring) represent the College on the Postgraduate Education Committee of 
King’s College Medical School, Newcastle-upon-Tyne. Two representatives 
of the Welsh Faculty (Dr. J. N. M. Parry and Dr. S. M. Cohen) have been 
appointed to the Postgraduate Committee of the Welsh National School of 
Medicine. In North-east Scotland, a faculty representative (Dr. George 
Swapp) has been co-opted to the Postgraduate Education Committee of 
Aberdeen University, and Professor John J. Craig (chairman of this com- 
mittee) has been co-opted to the postgraduate education committee of 
the faculty board. Sir Alexander Biggam (Director of Studies of the Post- 
graduate Board for Medicine of Edinburgh University) has been co-opted 
to the postgraduate education committee of the South-east Scotland 
Faculty Board. Some faculties have co-opted a medical officer of health 
or some of his medical staff to their faculty boards. There is every indication 
that an extension of this liaison and cooperation with universities, medical 


schools and public health authorities will take place next year. 


The results of a survey made by the South-east Scotland Faculty on the 
equipment, building and administrative requirements of general practitioners, 
and details of an exchange scheme between general practitioners and registrars, 
are awaited with interest. 


The Research Committees of Faculty Boards 

Eighteen faculties describe investigations under way. Some of them have 
more than one; for instance, the South-east Scotland Faculty reports five 
pieces of general-practitioner research which it is undertaking. These 
faculty-sponsored investigations are mentioned in the report of the Research 
Committee of Council (page 27). They are distinct from college-sponsored 
investigations (see page 25) and individual studies (see page 28). 

The Research Newsletter of the College Council, which has undergone 
much change during the year, is now printed by the Devonshire Press and 
sent to all members and associates (see page 23). It has been well received 
by faculties both at home and overseas; it helps to keep them in touch with 
the activities of the College. The Council would like to express its great 
appreciation of the work Dr. R. M. S. McConaghey has done as its editor. 


Collective Investigations: In October 1954 The Practitioner said in a 
leading article :— 
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‘ The research activities of the College promise to be one of the most 
important of its contributions to advances in the whole field of clinical 
medicine, and among these the assessment of methods of treatment 
plays an important part. This applies particularly to those well-tried forms 
of treatment which have stood the test of time but which, as they have 
no scientific basis, the academic pharmacologist and the “clinical scien- 
tist’’ tend to scoff at. Again, a form of treatment can be effective and 
practicable under hospital conditions but may be of little use to the 
man in practice, either because of its complexity or because of its unfore- 
seen hazards when used without the continual supervision which can be 
given in hospital. Further, it is only the general practitioner who can 
carry out effective trials of remedies for the minor ailments of life 
never seen by the specialist but constituting an appreciable proportion 
of the total morbidity of the nation. These are but some of the contribu- 
tions which the general practitioner can make to a better understanding 
of disease and its alleviation, and it is here that the College of General 
Practitioners has an outstanding part to play. It may well be that under 
the wise guidance of the College the collective wisdom and knowledge 
of the general practitioners of the country will make some of the leading 
contributions to advances in clinical medicine during the next fifty 
years’.*® 

Faculty News Publications 

Several faculties have distributed newsletters during the year. The 
South-east England Faculty has set a fine example by publishing two 
faculty news booklets—on postgraduate education and research—each of 
10 to 14 pages. 

The Postgraduate News Booklet contains (1) a list of the medical societies 
within the faculty area, with the names, addresses and telephone numbers 
of their presidents and honorary secretaries, and a short note about their 
meetings and when and where they are held; (2) a list of B.M.A. branches 
and divisions within the faculty area with the names and addresses of their 
honorary secretaries; (3) details of arrangements for general-practitioner 
continuing education made by the university serving the faculty area, the 
University of London, through the British Postgraduate Medical Federation 
and the postgraduate education committees of regional hospital boards; 
giving the names and addresses of the regional advisers and general-prac- 
titioner representatives, with information concerning the courses them- 
selves, eligibility of general practitioners to attend them, methods of 
application, payment of fees and repayment of allowances; and (4) valuable 
suggestions concerning clinical and other meetings. 

The Research News Booklet contains a full description of the faculty's 
investigations into the epidemiology of epidemic winter vomiting, glandular 
fever and infective hepatitis. 

Other faculties may care to publish from time to time similar booklets 
(or leaflets, pamphlets or newsletters according to the amount of news) 
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about their undergraduate education, postgraduate education and research 
activities. Editors may obtain from the central office details of Council's 
decisions about advertising matter, together with copies of the first two 
booklets of the South-east England Faculty and of the first newsletters of 
the East Anglia, South-west England, Merseyside and North Wales and 
other faculties. 


Boundaries of Faculties 

Faculty boundaries remain the same as those set out in the second 
annual report (pages 29 and 30)"* except that the Welsh Faculty now 
covérs the whole of Wales. The majority of members and associates in 
North Wales, however, wish to belong to the Merseyside and North Wales 
Faculty centred on Liverpool, so that Council has agreed to regard the 
counties in North Wales as being, at present, common to both the Welsh 
Faculty and the Merseyside and North Wales Faculty. A Cumbrian sub- 
faculty of the North-east England Faculty is being formed to serve those 
members of this faculty who live to the west of the Pennines. 


Conference of Chairmen and Honorary Secretaries of Faculty Boards 

At a conference of the chairmen and honorary secretaries of faculty boards, 
held on October 19, 1954, at B.M.A. House, with Dr. F. M. Rose in the 
chair and Dr. George Swift as honorary secretary, many interesting faculty 
matters were discussed. It had been agreed previously in Council that this 
conference would not be a policy-making body and that no resolutions 
would be put to it. 

After short introductions by the honorary treasurer and honorary secre- 
tary of Council long and useful discussions took place, in which many 
members joined, on faculty imprest accounts and expenditure, annual 
subscriptions, faculty boundaries, the work of the honorary secretaries of 
faculty boards, liaison between Council and faculty boards and between 
faculty boards and their committees, the equipment and work of the central 
office, decentralization of the work of committees of Council, criteria for 
membership and associateship, and faculty bye-laws. 

After lunch Dr. George Swift spoke of the relation between faculties 
and their members. He said that it was the duty of faculty boards to draw 
each individual member and associate of the College in its area into College 
affairs. He gave examples of ways in which his own faculty (South-east 
England) was attempting to do so. Representatives from other faculties 
also spoke and a useful interchange of ideas and information took place. 

Dr. L. 5. Potter (assistant secretary of the B.M.A.), speaking on the 
subject of organization, said that there would be three stages in the develop- 
ment of the College: the first—the responsibility of a few enthusiasts 
a short period of autocratic organization; the second, as membership grew, 
bureaucratic government by Council and committees; and the third a stage 
of delegation or representation with a full democratic constitution. He 
stressed how important it was that the College should keep in touch with 
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its individual members and associates, if possible by the circulation of 
newsletters or booklets at regular intervals. He also advised that the 
burden put on the shoulders of honorary secretaries of faculty boards 
should not be so great that it became unbearable. He generously offered 
the services of the British Medical Association's Regional Offices throughout 
the. country to faculty boards, to help them with their duplicating and 
other secretarial work at a very moderate cost. 

Mr. Colin Hurry (public relations adviser) and Mr. J. Pringle (public 
relations officer of the B.M.A.) both said that the College's task at present 
lay in its own internal organization, in the work it had set itself to do ard 
in its relations with the rest of the profession. ‘To consider any other sort 
of ‘public relations’ at the present time would be out of place 

The question arose as to when such a conference of chairmen and 
honorary secretaries of faculty boards should be held again. Some members 
suggested every year; others every three years. It was agreed that Council 
should call another conference when the need arose (see recommendation 


of Scottish Council, page 37). 


(6b) OVERSEAS FACULTIES 

Some remarkable early achievements of the five overseas faculties of the 
College are described in their faculty reports. New Overseas Faculties are 
just being formed in Cork (Eire), in Perth (Western Australia) and in 
Christchurch and Dunedin (New Zealand) 

It is planned to,found before long Overseas Councils of the College wm 
Eire, Australia and New Zealand—modelled on the example so well set by 
the Scottish Council (see first annual report’ and second annual report,'’ 
and page 36 of this report). A meeting between representatives of the New 
South Wales and Queensland Faculties has already taken place, and at 
Interim Australian Council has been set up to coordinate, supervise and 
stimulate the work of the College in Australia, to represent the College 
Council in Australia and to be a channel of communication between it and 
the Australian faculties. (Chairman: W. A. Conolly. Vice-Chairman: H. 5 
Patterson. Secretary: H. M. Saxby. Members: B. N. Adsett, W. J. Hamilton 
and C. Warburton. 

In Eire, liaison between the faculties of the College and the Irish Medical 


Association, the medical schools and hospital consulting staffs has been 
| 


particularly encouraged. Dr. P. J. Delaney (medical secretary of the Irish 


Medical Association) wrote to the honorary secretary of Council on Decem- 
ber 8, 1954, ‘I need hardly say that our Association will be glad to give you 
its most enthusiastic support at all times’. Saturday morning courses have 
been sponsored by the East Ireland Faculty in Dublin and monthly clinical 
meetings and lectures to students have been other features of this faculty’s 
activities. Professor F. J. Fleming of Trinity College, Dublin, and Professor 
J. D. H. Widdess of the College of Surgeons of Ireland have been co-opted 
to the undergraduate education committee of the faculty board. Two 
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representatives from the faculty board have been co-opted to the Post- 
graduate Course Committee of the Dublin teaching hospitals. In the West 
Ireland Faculty, Professor John Kennedy of University College, Galway, 
has been co-opted to the postgraduate education committee of the faculty 
board. 

In Australia, lectures to students, and visits by students to general prac- 
titioners in their surgeries, on their rounds and in general-practitioner 
hospitals (these hospitals sometimes providing accommodation for the 
students), have been specially encouraged in the New South Wales Faculty. 
Some students have accompanied district nurses on their visits to patients’ 
homes—a useful form of training largely neglected elsewhere. Week-end 
courses with social functions—-dinners, outings, golf and bowls competitions 
etc.—-have been attractive activities of this faculty. Notable achievements by 
the Queensland Faculty have been (1) recognition by the University of 
Queensland in granting to this faculty of the College a seat on the University 
of Queensland Faculty of Medicine. This will be the first time a general 
practitioner has had such a seat except when the president of the Queensland 
branch of the British Medical Association has been a general practitioner 
(2) The setting up of a panel of 100 general practitioners who have offered to 
participate in a scheme to train students during vacation. ‘The University 
of Queensland has approved the scheme which will begin in the long 
vacation, 1955-56. (3) The Queensland Faculty has gained representation 
on the Queensland Postgraduate Medical Education Committee 

In New Zealand the Auckland Faculty has developed the closest liaison 
with its local hospitals and with its medical officer of health. It is helping 
the formation of other faculties in New Zealand. The Minister of Health in 
New Zealand (Mr. J. R. Hanan), when opening the biennial conference of 
the New Zealand branch of the British Medical Association on February 17, 
1955, expressed his satisfaction that there was a faculty of the College of 
General Practitioners in New Zealand, and he urged members of the 
B.M.A. in New Zealand to give the College their ‘full support as it 
will surely result in the better training and recognition of the work of 


general medical practitioners’.** 


Relations with Other Bodies 


With all the associations and institutions mentioned in the first annual 
report™ and the second annual report,’ the Council of the College has 
maintained the happiest relations. 

Our president, Dr. W. N. Pickles, has been elected an Honorary Fellow of 
the Royal College of Physicians, Edinburgh. 

On October 14, 1954, the Minister of Health (the Rt. Hon. lain Macleod 
M.P.) said at the seventh annual conference of the Executive Councils 
Association (England) helc at Southport: 

‘A week ago at St. George’s Hospital in London | opened the academic 
year and I made the particular point that I hoped that all doctors, what- 
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ever their particular scholastic ability, would try and keep in touch with 
some form of academic work during their general practice. It is possible 
for a gereral practitioner to make a substantial and serious contribution 


to some of the gaps in knowledge which we have in medicine today 
and I personally look for very considerable results from the work of the 
Clinical Research Board which has been set up. I am very glad also to 
notice the number of doctors taking postgraduate refresher courses for 
which grants are available. There was an increase of 10 per cent. in the 
number of doctors attending courses in 1953 when 1,265 doctors all 
told attended courses of varying length. That is a very satisfactory trend 
and although, of course, these courses are only one way of helping a 
doctor to keep abreast of modern thought and practice, they meet a real 
need of which practitioners are becoming more and more aware. I think, 
too, that I should express my appreciation of the vigorous way in which 
the College of General Practitioners seems to be developing even in its 


early days’. 


The Ministry of Health has corresponded with the College over several 
academic matters during the past year. 

The General Medical Council has invited the College's opinion in its 
deliberations on the revision of the medical curriculum (see page 17) 
Dr. W. V. Howells, a member of the College Council, and Dr. G. W 
Ireland, a member of the Scottish Council, have been appointed members 
of the Curriculum Committee of the General Medical Council set up to 
consider this important matter 


Dr. G. O. Barber represents the College on the Council of the Queen's 


Institute of District Nursing. Dr. E. B. Hickson has been appointed to 
represent the College on the Steering Committee of the National Birthday 
Trust to design a survey of maternal and child safety during the confinement 
and pre-natal period. Dr. R. A. Murray Scott is representing the College 
on the panel of the Ernest and Minnie Dawson Cancer Trust which awards 
prizes biennially (first prize £1,500, second prize { 500) for an essay on the 
treatment of cancer, written by a general practitioner working im Yorkshire 
or | an ashire 


The College has become a sponsoring body of the lL mted Kingdom 


Committee for the World Health Organization of the United Nations, and a 
corporate member of the Scientific Film Association 

The Society of Apothecaries and the British Medical Association continue 
to assist the College in every possible way. Council would like to record 
once again its warmest appreciation of their help. On January 18, 1955, 
the Liaison Committee of the College and the General Medical Services 
Committee of the B.M.A. met to discuss several matters of mutual interest 
including courses of obstetrics for general practitioners and the trainee- 
practitioner scheme. Dr. C. A. H. Watts (Midland Faculty) has been 


awarded the Si Charles Hastings Prize of the B.M.A. for 1955, and Dr. P 





r2 SUPPLEMENT TO THE PRACTITIONER 


Hopkins (North London Faculty) the Gold Medal of the Hunterian Society 
for 1954. 

Liaison between the Scottish Council and the Royal Scottish Medical 
Corporations, the Department of Health for Scotland and the Scottish 
Advisory Committee for Medical Research, the British Medical Association 
in Scotland and the Scottish Universities is described in the report of the 
second Scottish Council (see page 38). 

The first president of the College of General Practice of Canada, Dr. 
M. R. Stalker, is a member of our College, and so is Dr. Victor Johnston, 
its executive director. The honorary secretary of Council (Dr. J. H. Hunt) 
has been elected an honorary member of the College of General Practice 
of Canada. In July, our President and several members of Council, who were 
attending the B.M.A. annual meeting in Toronto, met the executive of the 
College of General Practice of Canada. This liaison has enabled the closest 
touch to be kept with our sister College. 

Dr. Per Thygersen (President of the Danish Medical Association) has 
visited members of the Research Committee of Council to discuss general- 
practitioner research in Denmark. He is a general practitioner himself and 
is the Danish ‘Radio Doctor’. 

At All Souls’ Church, Langham Place, London, at the annual service for 
doctors held on October 17, 1954, the president of the College (Dr. W. N. 
Pickles) and the president of the Royal College of Obstetricians and 
Gynzcologists (Sir William Gilliatt) were invited to read the two lessons. 

The College was represented by its president at the annual dinner of 
the Council of the British Medical Association, and it was invited to send 
representatives to the centenary celebrations of St. Mary’s Medical School, 
the twentieth anniversary celebrations of the Postgraduate Medical School 
of London (Hammersmith), the annual dinner of the Harveian Society of 
London, the Worshipful Society of Apothecaries’ Yeomanry dinner, the 
Royal College of Physicians, Edinburgh, and the Royal Medical Society, 
Edinburgh, dinners, the Society of Chiropodists’ annual dinner, the Royal 
College of Nursing sherry party, the Glasgow University Medico-Chirur- 
gical Society’s annual bali, the Middlesex Hospital Residents’ annual dinner, 
the annual dinner of the West London Medico-Chirurgical Society and 
of the B.M.A. Conference of Local Medical Committees, 1955. Council 
has p.anned to return the hospitality extended to the College from these and 
other quarters by inviting guests to a Council dinner (which wil! also be 
attended by provosts of faculties) on November 18, 1955, the eve of the 
third annual general meeting. 


Committees of Council 
The work of the Undergraduate Education Committee, the Postgraduate 
Education Committee, the Research Committee and of the Board of Censors, 
and the names of their officers and members wil] be found on pages 16-31 
of this report. 
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THE GENERAL PURPOSES COMMITTEE 

Terms of reference:—To advise and assist Council on all matters 
concerning the organization of the College and its faculties, to exercise 
executive powers on behalf of Council when it is not in session, and to 
make recommendations on all matters not covered by the other committees 
of Council. 

This committee meets between Council meetings. Next year it is proposed 
that an Equipment and Premises Sub-committee of the General Purposes 
Committee shall consider in detail the requests that are being received by 
the College for advice and assistance regarding design and equipment of 
surgeries. 

Chairman, G. F. Abercrombie; Vice-Chairman, F. M. Rose; Hon. Secretary, 
J]. H. Hunt; Members, K. McL. Cobban, D. L. Crombie, F. J. Goddard, I. D 
Grant, J. M. Henderson, D. Kyle, G. Swift. Ex-officio; W. N. Pickles (president), 
H. L. Glyn Hughes (hon. treasurer) 


THE FINANCE COMMITTEE 
Terms of reference :—To advise and assist Council on all matters of finance. 


The majority of members and associates have paid their annual sub- 
scriptions by bankers’ order. The accounts of the College for the year 


1954-55 are sent with this annual report to every member and associate. 

Next year it is hoped that an Appeal Sub-Committee of the Finance 
Committee will investigate the possibilities of an appeal for funds on behalf 
of the College. 

Chairman, H. L. Glyn Hughes; Vice-Chairman, G. F. Abercrombie: Hon 
Secretary, }. H. Hunt; Members, 1. D. Grant, R. Harkness, G. I. Watson, J]. Camp- 
bell Young. Ex-officio; W. N. Pickles (president), F. M. Rose (vice-chairman of 
Council 

THE AWARDS COMMITTEE 

Terms of reference:—-To advise and assist Council on all questions of 
awards, lectureships and honours. 

This committee advised Council upon the Butterworth Gold Medal for 
1955, the subject chosen being “ihe Influence of Home Conditions During 
the First Five Years of Life on the Physical and Mental Health of Children’. 
It is intended that the presentation of the first Butterworth Gold Medal 
shall be made at the annual general meeting on November 19. The com- 
mittee has also advised Council about the Second James Mackenzie Lecture, 
which Dr. G. O. Barber has been invited to deliver; he has chosen as his 
subject ‘Medical Education and the General Practitioner’ 

Chairman, G. F. Abercrombie; Hon. Secretary, J. H. Hunt; Members, G. O. 
Barber (chairman of Undergraduate Education Committee), Anris Gillie (chairman 
of Postgraduate Education Committee), H. L. Glyn Hughes (hon. treasurer), 
R. J. F. H. Pinsent (chairman of Research Committee), F. M. Rose (vice-chairman 
of Council), J. M. Henderson (chairman of Scottish Council). Ex-officio; W. N 


Pickles (president) 


THE EXAMINATION COMMITTER 
The report of this ad hoc committee, with its terms of reference, its 
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officers and members, is printed on pages 31-36. Its work has not been 
concerned with the question whether an examination as one mode of entry 
to membership of the College is necessary or advisable, but with the practical 
considerations likely to be involved in holding it. 


Several arguments for and against an examination were published in the 
second annual report (pages 47-50).2° At the second annual general meeting 
of the College, the chairman said, “The question whether or not an examina- 
tion should form part of the criteria for entry is the greatest immediate 
problem for the College. The first Council has decided against an examina- 
tion as a criterion for membership at present, but has authorised the 
formation of a committee to study the technique and detail of such an 
examination if, in the future, it should be decided to introduce one’.® 


The Examination Committee has reported to Council that an examination 
in general practice would be feasible if at any time in the future the College 
as a whole, at an annual general meeting, decides that such a method of 
entry should be instituted. 

Towards the end of last year some of the medical journals commented 
thoughtfully on this matter :— 


The British Medical Fournal. “The report discusses possible criteria for 
membership in some detail’® and comes down, at any rate at present, against 
an examination. Nevertheless membership of the College “should indicate 
a practitioner of mature and balanced judgment”, and the council has 
taken great pains to define the standards required for membership in the 
future’.® 

The Lancet. “The questionary showed that the majority of existing 
members were against admission to membership by formal examination; 
but a committee has been set up to study in detail the possibilities of an 
examination in the future. The college’s report sets out the arguments for 
and against an examination; and a good case can be put for either side. 
Certainly it would be less disagreeable for a candidate to fail an examination 
in the traditional way rather than be rejected because the quality of his 
practice or his service to his patients was not up to the required standards 
—even though those standards were high, as they must be if membership 
is to mean what the college wants it to mean. On the other hand, admission 
to the Medical Register implies that a man has an adequate knowledge of 
medicine; and it seems likely that the quality of his practice will benefit 
more from the better application of that knowledge than from the clearing 
of another examination hurdle. All are agreed that membership of the 
college should be the “hall-mark of the first-class practitioner”. But the 
standards adopted must certainly not exclude those doctors of average 
academic ability who, in the words of the report, are prepared to make the 
extra effort, in their daily work, which will rank them among those who 
are maintaining and raising the value of general practice to the community 
—“‘a task in which conscience i, more important than academic ambition” 
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It is in the encouragement of such people and in the propagation of their 
example that the college’s first duty lies’.’ 

The Practitioner. ‘Perhaps the most important problem with which the 
College has been faced has been that of establishing criteria of membership. 
The crux of the problem is whether or not these should include an examina- 
tion. The Scottish Council has strongly advocated an examination but, 
after a careful review of the whole subject, the council of the College has 
“voted against an examination as a criterion of membership at present”, 
but has set up a committee to make a full and detailed study of a possible 
examination in future. Meanwhile it has laid down detailed criteria of 
membership which it is suggested should come into force in January 1955. 
This would appear to be a happy compromise. Fundamentally the future 
of the College is dependent upon the integrity, enthusiasm and professional 
skill of each individual member. In assessing these factors che role of an 
examination is indeed debatable. On the other hand, only time and ex- 
perience can tell whether or not the required standards can be maintained 
without this traditional aid. In dispensing with an examination the College 
may have chosen the hard road but if, through the board of censors which 
is to be appointed for the purpose, the inevitable difficulties can be over- 
come, the resulting standard of membership will be higher and more 
satisfactory than that which would be achieved by the more conventional 
method’.'* 

The Medical World. “The report devotes much space to a study of the 
best criteria for membership. The Council considered all possible grounds 
for admission. It asked members for their opinion and finally recommended 
to the Second Annual General Meeting that eligibility should depend 
only upon experience and proof of intent to maintain high standards of 
practice. Admission by examination, although it received considerable 
support, was rejected. The Council of the College is right to maintain 
a broad basis for membership. Whether in the future it may be desirable 
to institute an examination for admission is doubtful. Certainly none could 
be rapidly devised to test a candidate’s ability to be a good family doctor 
To introduce one prematurely would invite considerable hostility. And it 
is pertinent to ask who would set himself up as a competent person to 
examine in General Practice?’® 

It is hoped that all faculties will debate this problem further during the 
coming year and send reports of their discussions to Council, so that an 
informed opinion from the College as a whole may be obtained before the 
fourth annual general meeting in November 1956. 


Gifts 

The Council wishes to thank Sir Louis Sterling for a most generous gift 
of {1,000 towards the College’s Building and Development Fund, .the 
Scottish Advisory Committee for Medical Research for a grant of {150 
towards the cost of the research programme of the South-east Scotland 
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Faculty, Dr. W. N. Pickles for £100, Mr. F. 7. Sayer of Ormskirk for £ 100 
‘to further the collecting and spreading of ideas, hints and general know- 
ledge gained from experience in carrying out the day-to-day duties of the 
general medical practitioner’, the Trustees of the Claire Wand Fund for 25 
guineas towards general-practitioner research, Mr. and Mrs. Robert 
McDowall of Belfast for 25 guineas, a member of the College (who wishes to 
remain anonymous) for £25, which started the Building and Development 
Fund, Dr. C. A. H. Watts for a microscope dated about 1820, Dr. R. 7. 
F. H. Pinsent for a small gavel (carved by himself) for the chairman's 
use at committee meetings, and the Burnley Division of the B.M.A. 
(through Dr. C. D. Lynch) for the loan of Sir James Mackenzie's brass plate. 

A foundation member (who prefers to remain anonymous) recently wrote 
to Council as follows :— 

‘It is a stimulating thought that we are laying the foundations of a 
College that will benefit medicine and mankind for centuries to come 
Some time ago I reviewed my Will and bequeathed a small legacy to the 
College—a very small one I am sorry to say—but it gave me pleasure 
to think that even this small sum, permanently invested, would provide 
an annual subscription from me towards the work of the College for, 
perhaps, hundreds of years! Sentimental, of course, but a little practical 
too. I wonder if Council would like to appeal to the sentiment in all of 
us by establishing a permanent Endowment Fund, undertaking to use 
the interest only, for the work of the College, and recording the names 
of the donors of gifts or legacies as a permanent memorial of their 
generosity?’ 

Council would like to thank this foundation member for his generosity 
and sentiments, and to commend his action to others. A gift book will be 
kept in which the names of all donors to the Endowment Fund will be 
inscribed. 

The American Academy of General Practice has kindly sent the College 
each month a copy of its journal ‘GP’. Council acknowledges this with 
gratitude and also copies of the Medical World, the Canadian Medical 
Association Journal, the Australia S& New Zealand General Practitioner and 
La Vie Médicale Internationale. Council also thanks the editor of the 
British Medical Journal, and the editors of other journals who have printed 
the College notices, and particularly those of The Practitioner in which 
have been published during the past two years detailed extracts from the 
first seven research newsletters and also the College's annual reports 


Il..-UNDERGRADUATE EDUCATION 


During the past year reports from faculties have been encouraging 
There are few medical schools now in the British Isles in which students 
are not introduced by general practitioners to some aspects of general 
practice: A number of medical schools have instituted courses of lectures 
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| ANEW compound | 
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The medical treatment of peptic ulcer presents a problem of increas- 
ing magnitude; no available regime completely fulfils the ideal require- 
ments ; many upset gastric function further, whilst others fall short of the 
desired result. 

For generations bismuth salts have been used, and in practice they 
have proved their worth. However; the older bismuth salts possess too 
little antacid power to allow of their use as the sole therapeutic agent in 
cases where acidity is marked. 

Bismuth aluminate, the new bismuth compound, is the outcome of 
intensive research directed towards correcting the defects of standard bis- 
muth therapy. This preparation combines the protective and sedative 
properties of older bismuth compounds with the desirable degree of ant- 
acid action. Pepsin is inactivated by the bismuth ion itself, quite in- 
dependently of the degree of gastric acidity. To inactivate pepsin with a 
simple antacid it is necessary to raise the gastric pH to an abnormally 
high level 

Bismuth aluminate protects the ulcer crater and corrects abnormal 
peristalsis ; pepsin is inactivated and gastric pH is brought within the 
normal range. The preparation thus combines in an economical and 
practical form all the measures at present applicable in the medica! treat- 
ment of peptic ulcer. ’ 
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by general practitioners, and more are sending their students to visit general 
practices. 

It is not yet fully realized, however, that general practice has something 
to teach in academic medicine which students cannot learn inside hospitals. 
There are still difficulties in the way of many a student who wishes to visit 
a general practice—difficulties with regard to expense and having to find 
time out of the organized curriculum. It is hoped that these will be solved 
before long. One step is already being taken—to compile a list of general 
practitioners throughout the country who are willing to take students—a 
General-Practitioner Teaching Register. Such a register should enable any 
student in the country to be placed with a general practitioner suitably 
near the student’s home or his medical school. This list will be sent to all 
facuities and, on request, to the deans of medical schools or others who may 
be interested. 


Recommendations as to Revision of the Medical Curriculum 

The General Medical Council invited the College to submit evidence on 
the revision of the medical curriculum. Previous recommendations of the 
General Medical Council were considered in detail by the College Council, 
which submitted its suggestions in April 1955. In an attempt to close the 
academic gap between general practitioners and medical schools, many of the 
points mentioned in the College Council's report to the General Medical 
Council had already been discussed by faculties and faculty boards, and 
had been mentioned in the first annual report of the College (pages 16 and 
17), in the second annual report (pages 11 and 13) and in published 
papers**. Some additional suggestions were made: 

(a) The Council agrees with the Goodenough Committee’s report where it 
stressed the importance of remedying the present over-crowding of the medical 
curriculum. It recommends drastic pruning of this curriculum, but it does 
not agree that the responsibility for this pruning should be shifted altogether 
on to the medical schools. It feels that the General Medical Council should 
give positive direction as to the detailed pruning that is necessary, both in 
preliminary subjects and in some of the specialties. 

(6) There has been a tendency recently for all surgery to be regarded as 
major surgery, and for general practitioners to be given few opportunities 
for carrying out even minor surgical procedures. The Council recommends 
that medical students should continue to be taught the technique of minor 
surgery because it believes that in future more minor-surgical operating 
theatres will be open to general practitioners and that, given the right con- 
ditions, minor surgery should always come within the scope of the family 
doctor’s work. 

(c) The Council feels that in view of the certainty of nearly every general 
practitioner having to face, at some time or another, problems of obstetric 
emergencies, abnormal obstetrics should not be relegated entirely to post- 
graduate specialized training 
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Departments of General Practice in Medical Schools 

The Council also suggested to the General Medical Council that, as a 
first step, an observer from general practice be appointed to each medical 
school; and it recommended the development, as soon as possible, of a 
Department of General Practice in each medical school. Such a body would 
have independent departmental responsibility, under the general authority 
of the dean of the medical school, and be a central administrative unit 
coordinating the teaching of students in those subjects which appertain to 
general practice. Such a department would be under the direction of a 
general practitioner in active general practice—one who knows the problem 
of family doctoring and who can readily be consulted by other members of 
the academic staff. He or she would be responsible for all internal matters 
relating to the department, and for developing harmonious relationships 
with other departments in the medical school (including public health 
and social medicine departments), with non-medical departments in the 
university as a whole, and with former students of the school who are now 
in general practice. The status of the department, and the channels of 
communication and administration of its director, should be in line with 
those of other medical teaching departments in the medical school. While 
the department would be mainly concerned with undergraduate educa- 
tion, it could not effectively discharge its function or achieve true academic 
status, without at the same time making an active contribution to post- 
graduate training and to research in the field of general practice. The duties 
of such a department would be: 


(a) To ensure that all medical students are given some insight into 
general practice by visiting selected general practitioners in their 
homes, seeing them at work in their surgeries and on their rounds, 
and by attending lectures given by them. The need for and the 
popularity of this teaching are now generally agreed, and it is recom- 
mended that time should be allowed for it in the medical curriculum. 
It would not be the primary function of this department to engage in 
purely vocational training in general practice for undergraduates. 
To contribute to many other aspects of the medical curriculum. For 
instance, in an advisury capacity it could help to coordinate instruc- 
tion in the general-practitioncr aspects of many subjects, such as 
after-care and rehabilitation, chronic sickness, the legal and ethical 
obligations of general practice, and the changing trends in general 
practice being brought about as a result of the evolution of the 
National Health Service. 

To ensure that medical schools are kept in touch with modern 
trends in generai practice. 

To help in the selection of students. 

To advise newly-qualified men and women on the problems of the 
pre-registration year, and to assist the recent graduate seeking to 
become established in zeneral practice. 
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(f{) To advise in the planning of, and to participate in, general-prac- 
titioner postgraduate courses arranged by the medical school. 

(g) To initiate investigations upon the results of which the future teach- 
ing programme of the medical school on general-practitioner subjects 
would be based. 

(4) To help to keep the medical school in touch with current general- 
practitioner research. 

(¢) To become the medium over the years through which men and 
women in general practice could keep in touch with their old medical 
school 

Conditions in different medical schools vary greatly, and it is clear that 

once a department of general practice is established the lines along which 
it progresses will depend largely on local conditions. ‘This has been shown 
by the developments which have already taken place in certain medical 
schools. For example, at Edinburgh University the teaching of general 
practice established there over six years ago has, in fact, evolved into an 
academic department of general practice; at Manchester local circum- 
stances have determined a different approach; while in many other schools 
in the United States', in Canada'*, in South Africa and in Australia—the 
introduction of undergraduates to general practice, and general practitioners 
into hospitals, has resulted in the development of a wide variety of academic 
departments to arrange for this instruction 

The Council is investigating the many different ways in which depart- 

ments of general practice might develop as integral parts of medical schools 
in the United Kingdom and the Commonwealth, and the Undergraduate 
Education Committee of Council will consider this during the coming year 
The chairman of the committee has written to the hon. secretary of the 
Undergraduate Education Committee of each Faculty Board, asking for 
suggestions on this problem by the New Year so that a report can be made 


to Council during 1956 


Medical Manpower 
Che Undergraduate Education Committee made a preliminary survey 
of the problem of medical manpower. In July it submitted a memorandum 
to the ad hoc Committee of Council whici: is to consider this before Counci! 
submits a report to the Willink Committee of the Ministry of Health 


early in 195¢ 
The Metropolitan and Home Counties Sub-committee 


On September 14, 1954, under the chairmanship of Dr. T. O. McKane 
(Northern Home Counties Faculty), an informal meeting took place of 


representatives of the undergraduate education committees of the boards 
of the six faculties connected with the London Medical Schools—the four 
London Faculties, the South-east England Faculty and the Northern Home 
Counties Faculty. At this meeting it was agreed that a joint committee 


should be formed of the chairmen of the undergraduate education com 
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mittees (or their deputies) of the six faculty boards mentioned above, a 
representative cf the British Medical Students’ Association, with the 
chairman of the Undergraduate Education Committee of Council and 
the hon. secretary of Council as ex-#fcio members. At a meeting on 
October 26, 1954, it was proposed that this should be named the Metro- 
politan and Home Counties Sub-committee of the Undergraduate Educa- 
tion Committee of Council. Dr. A. J. Whitaker was elected chairman and 
Dr. T. O. McKane, hon. secretary. 

This sub-committee has discussed many of the problems involved when 
general practitioners in or near London introduce medical students to their 
practices. It has made the following suggestions which have been approved 
by Council :—The length of period of instruction should be, at a minimum, 
a week; the best time for students would be within twelve months of 
qualification ; the expenses of travel should be paid by the student; accom- 
modation should, if possible, be in the doctor’s home (if not, it should be 
provided as cheaply as possible nearby); arrangements for payment should 
be made through the medical school; in a partnership or group practice, 
one practitioner should be responsible for arranging the student's tuition; 
the College of General Practitioners would be willing to help medical 
schools to find general-practitioner teachers, and would provide a list of 
volunteers from the College willing to do this work; information needed 
from a general practitioner taking part would include name, address, 
telephone number, medical school, type of practice, special subjects, and 
any details about the practice requested by the student; information needed 
from the student would include any personal details required by the 
general practitioner to help him to make the student comfortable (such as 
religion, special diet, etc.). 


The Undergraduate Education Committee of Council 
Chairman: G. O. Barber 
Members: F. S. Catto, W. W. Gerrard, St. G. B. Delisle Gray, 
W. V. Howells, J. P. J. Little, J. G. Ollerenshaw, J. C. T. 
Sanctuary, R. A. Murray Scott, Richard Scott, J. 
Campbell Young 
Ex-officio: The President and Officers of Council 
Co-opted: A. J. Whitaker (chairman, Metropolitan and Home Counties 
Sub-Committee) 
T. O. McKane (hon. secretary, Metropolitan and Home 
Counties Sub-Committee) 
James Cope (representing the British Medical Students’ 
Association) 


Ill.__POSTGRADUATE EDUCATION 


This Committee has met at regular intervals throughout the year. In 
the first annual report of the College the aims and principles guiding the 
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acromegaly... 


The earliest appreciation of the role of the pituitary gland in 
bodily overgrowth was the recognition of a modified type of 
gigantism known as acromegaly. In 1864 Verga described such 


a case and observed that the pituitary gland was abnormal. 


In the search for new hormone substances Organon were the first 
to introduce Anterior Pituitary Trophic hormones, and in 1942 
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expansion and development of postgraduate study by general practitioners 
were discussed. The Committee is aware that the continuing education of 
every member and associate is one of the primary objectives of the College; 
this can have vitality and serve the needs of the widely scattered membership 
only if each faculty, in its own way, serves its own area. 

In many parts of the country, and also overseas, the stimulus provided 
by the contacts of faculties with their local medical schools, hospitals and 
medical societies has already given a great impetus to this work. Interest 
has arisen among many who are not members of the College, and medical 
schools are becoming more alive to the real needs of practitioners with 
regard to their continuing education. The trainee-practitioner scheme is 
being studied carefully by Council. 


Postgraduate Courses throughout the Country 

Several faculties are compiling lists of possible postgraduate work in 
their areas. It is hoped that all faculties will do this soon, and keep these 
lists up-to-date. The honorary registrar of the Committee is maintaining, 
centrally, a list of all the opportunities for cohtinuing education for general 
practitioners throughout the country. The number of courses and their 
variety are increasing rapidly—testimony to the wide and growing interest 
in this subject. The value of this activity is increased by a continuous 
exchange of information between the registrar in London and the faculties. 
Faculties are keeping the Postgraduate Education Committee of Council 
well posted with information and the registrar is sending information to 
each faculty board. It is hoped that this dispersal of information will 
stimulate ideas for programmes of study, and will assist faculties in making 
plans to meet the needs of all their members. 

The Committee has studied ways and means of giving the widest possible 
publicity to the College’s postgraduate educational work. Information is 
appearing in the Research Newsletter, which is being sent quarterly to 
every member and associate; parts of this are published in the medical 
journals. News-sheets will be circulated from time to time by the Committee 
and also by the postgraduate education committees of faculty boards. 


Cooperation with Other Bodies 

The cooperation of the British Postgraduate Medical Federation of the 
University of London, with its Director (Sir Francis Fraser), his educational 
advisers and his secretariat, has beer: invaluable. We are indebted to them 
in many ways, not least in housing the registrar's files and in allowing the 
College the use of their own files when needed. The Committee wishes to 
express its gratitude also to the Deans of the Medical Schools and to the 
many members of their teaching staffs, who have generously given their 
time to plan, advise and lecture to practitioners in many parts of the country. 

To ensure close cooperation with the Public Heahh Service, faculties are 
reminded of the advantage of-inviting a Medical Officer of Health, and 
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perhaps some of the medical members of his staff, to join the College as 
associates, or to be co-opted to the Postgraduate Education Committee of a 
Faculty Board. 

Cooperation with the Undergraduate Education Committee of Council 
has been established; joint meetings have been held to discuss matters of 
common interest, such as the development of departments of general 
practice in medical schools and the evidence to be submitted to the Willink 
Committee on Medical Manpower. 


General-Practitioner Obstetricians 

The scope and experience of the general-practitioner obstetrician has 
been a major concern of this Committee and also of several faculties. A 
symposium and discussion on this subject will be held at the Imperial 
Hotel, Russell Square, W.C.1, on Sunday, November 20 (at 10 a.m.)—the 
morning following the annual general meeting of the College. This should 
provide an opportunity for consideration of the training and opportunities 
of a family doctor who is anxious to practise obstetrics. The doctor-patient 
relationship in this important field of practice and of the doctor’s continuing 
education will be considered. Other sections of the profession who are 
interested in the subject are being invited to this discussion. Members and 
associates will be welcomed. 


Questionary on the Continuing Education of General Practitioners 

Much time and care have been devoted to the preparation of a questionary 
on the continuing education of the general practitioner. This has been 
sent to all members and associates. Authorities on medical education, on 
statistics, and on other aspects of this problem have been consulted. The 
information which this questionary will provide on the educational habits, 
needs and opportunities of family doctors should be most valuable. It will 
take time to analyse the results, but some of them should be ready within a 
few months. This questionary should stimulate still further the demand for 
study opportunities; its results should provide much-needed information 
and be a guide to all concerned as to what types of courses are most needed 
to serve and develop intellectual appetite in the busy life of a general 
practitioner. So far as can be ascertained, such material about general 
practice has never been assembled in any country before. The future policy 
of the College will undoubtedly be affected by the conclusions reached as 
the result of the replies to this questionary, details of which, with the results, 
will be published in the next annual report. In addition it should provide 
material for the Conference on Medical Education to be held in Chicago in 
1959, under the auspices of the World Medical Association. 


The Postgraduate Education Committee of Council 
Chairman: Annis C. Gillie 
Hon. Secretaries: Robert Harkness, David Kyle 
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Hon. Registrar: H. N. Levitt (co-opted) 
Members: T. R. Bryant, F. S. Catto, K. McL. Cobban, W. W. 
Gerrard, F. J. Goddard, J. M. Hunter, J. P. J. Little, 
D. Scott Napier, Richard Scott, George Swapp 
Ex-officio: The President and Officers of Council 
Co-opted: R. J. D. Browne, E. B. Hickson 


IV.—-RESEARCH IN GENERAL PRACTICE 
The College Research Organization 


(1) Enlargement of the Research Committee.—The Research Committee 
of the Second College Council has been strengthened by the addition of 
new members to meet its increased responsibilities, and a redistribution 
of duties has taken place. It is hoped that this will enable a wider range of 
work to be undertaken efficiently. 

Dr. G. I. Watson (Director of the Epidemic Observation Unit) has taken 
over responsibility also for therapeutic trials. Dr. R. M. S. McConaghey has 
become editor of the Research Newsletter, assisted by an editorial board of 
five (Drs. G. F. Abercrombie, D. G. French, J. H. Hunt, R. J. F. H. Pinsent 
and G. I. Watson). Dr. C. A. H. Watts has been appointed honorary regis- 
trar of the Committee, and has overhauled and undertaken to maintain 
the research register. Dr. A. R. Laurence has become honorary treasurer 
of the Committee. Two honorary secretaries—Dr. D. L. Crombie and 
Dr. J. P. Horder——are now sharing the secretarial work. Dr. Horder has 
accepted the particular responsibility of coordinating the plans of research 
committees of faculty boards. With its three new members——Drs. Charlotte 
Naish, J. C. T. Sanctuary and W. G. Tait—the Research Committee of 
Council now numbers fifteen. The administrative work of the Committee 
is conducted from Birmingham where new office equipment has been brought 
into use. 

(2) The Research Register._-The research register has been redesigned by 
Dr. Watts and is now in quintuplicate loose-leaf form. This will enable as 
many officers of the Research Committee as possible to have access to an 
up-to-date copy. In August 1955 the register contained 444 names. 

Statistical analysis of the information collected on the practice classi- 
fication sheets submitted by new entrants to the research register is being 
carried out with the help of the Department of Medical Statistics in the 
University of Birmingham. 

(3) The Research Newsletter.-During the year, under the editorship of 
Dr. R. M. S. McConaghey, the Research Newsletter has undergone rapid 
evolution. Newsletter No. 5 was published in December 1954.™ Newsletter 
No. 6 (published in February 1955)** was the first to be printed instead of 
being stencilled. While its structure remained the same, leading articles 
and clinical notes were fuller than before, and a section devoted to annota- 
tions and abstracts appeared for the first time. Newsletter No. 7™ was 
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the first to be circulated to all 3,200 members and associates of the College. 
Newsletter No. 8 was the first to contain reports of completed research 
projects, and the paper on ‘Epidemic Winter Vomiting’ from the Epidemic 
Observation Unit showed how valuable information could be collected 
and published without undue delay. In order to defray some of the cost of 
the newsletter, advertising matter was accepted for Newsletter No. 8. 

Leading articles during the year have discussed the individual G.P. 
research worker; the morbidity survey; diagnosis and nosology of minor 
maladies; virus disease and the nervous system; the growing points of 
medicine and their relation to general practitioners; and the reporting of 
family outbreaks of epidemic disease. 

Clinical notes and papers have included auricular fibrillation as seen in 
country general practice; otitis media as a complication of measles; anaphy- 
laxis after penicillin injections; common upper respiratory tract infections; 
psychological disturbances in association with infective hepatitis; prolapsed 
hemerrhoids treated with hyalase; hypothermal collapse; epidemiological 
investigations into epidemic winter vomiting, glandular fever and infective 
hepatitis; accidents to children; general-practice records; and an appoint- 
ments system in a group practice. 

(4) A College Records Unit.—Plans for the establishment of a College 
Records Unit have been developed during the year. It had been recognized 
that the Research Committee of Council was favourably placed to undertake 
the continued observation of morbidity in the community, and in the early 
months of 1954 it was learned that the Department of Medical Statistics, 
Birmingham University, was also interested in this problem. Preliminary 
conversations took place with Professor L. A. Hogben, and an account of 
these was laid before Council on April 30, 1955. It was agreed that the 
Research Committee should produce detailed plans for a Records Unit 
which might ultimately become a research headquarters for the College. A 
memorandum was prepared which outlined the possible functions of a 
College Records Unit established in relation to a university; this document 
formed the basis for discussions between the Research Committee and the 
Department of Medical Statistics. 

It is believed that a Records Unit of the College could provide a unique 
service to medicine. If financial support could be obtained to make it a 
reality, the research work of the College could be advanced far beyond that 
which would be possible under the present restrictions and limitations of 
wholly voluntary endeavour. 

(5) Conference of Chairmen and Hon. Secretaries of Research Committees 
of Faculty Boards.—The first conference of officers of the Research Com- 
mittees of Faculty Boards was held on Novembes 21, 1954, the day after 
the annual general meeting. The president of the College attended. 

Reports of work in plan, or in progress, were received from six faculties, 
and a member on the research register from Kenya, Dr. T. H. White, gave 
an interesting account of his work and the research opportunities open to 
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him in Africa. The function of the research organization of the College was 
discussed, and the principles underlying «ome aspects of its work were 
considered. Officers of Research Committees of Faculty Boards were 
reminded that the Research Committee of Council wished to hear of new 
work while it was in the early planning stage, so that help could be given 
with design, and to prevent duplication or overlar. 

The editor of the Research Newsletter described plans for its develop- 
ment and asked for faculty research reports for publication. He also asked 
that reprints of papers by members and associates be sent to him to maintain 
the reprint library. A full report of this conference was published in 
Research Newsletter No. 6 (page 17).** The success of the conference lay in 
the opportunity which it gave for informal discussion and personal acquain- 
tance. It is hoped that it will be repeated each year. 


College-Sponsored Investigations 

(1) The Measles Investigation._The investigation by card-analysis, in 
which it is hoped to assess the efficiency of sulphonamides and antibiotics 
in the prevention of the complications of measles, has now reached the 
end of its second stage. The original printing of record-cards was exhaucted 
in the spring, but a further printing enabled the investigation to continue 
until the end of June. About 4,800 cards have been returned. These are now 
being coded and checked before statistical analysis takes place. The Research 
Committee is grateful to Dr. Valerie Graves and Dr. Janet Earl who have 
undertaken the coding of the measles cards and have organized a ‘panel’ of 
doctors’ wives who are willing to give this type of help in other investigations. 

(2) The National Morbidity Survey.—This investigation, conducted in 
collaboration with the Registrar-General’s Department, began on May 1, 
1955. A preliminary trial of method had been undertaken in six practices, 
as a result of which modifications were made to the instruction sheet. The 
survey will include contributions from over a hundred practices in which 
every item of service carried out by the practitioner is being recorded. The 
heaviest part of the work of this survey has been in determining the age/sex 
distributions in each practice. It has been pointed out, however, that once 
these lists are prepared they will remain accurate for some time and will be 
of value to the practitioner in work he may undertake later. During the first 
months of this investigation a number of those taking part were visited by 
an officer of the Registrar-General’s staff who was able to advise and help 
them over initial difficulties. 

(3) Clinical Trials of Therapeutic Substances._Discussions heve con- 
tinued during the year on the conduct of therapeutic trials. A register of 
those interested in this type of work has been prepared. While consideration 
of the problem continues, it seems at present unlikely that the College will 
undertake or sponsor therapeutic trials of substances in which a vested 
financial interest exists. The Research Committee believes, however, that 
the actions of drugs in common use would repay close study, and it has 
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considered an investigation by means of which the efficiency of analgesics 
in present use might be graded. Preliminary conversations have taken place 
with Professor John Yudkin (Professor of Nutrition, Queen Elizabeth 
College, University of London) concerning a therapeutic trial of a growth- 
promoting substance which has been isolated in his laboratory. 

(4) Epidemic Observation Unit.—A ‘red warning’ containing a description 
of epidemic winter vomiting was circulated with Research Newsletter No. 5. 
Those on the research register were invited to watch for the occurrence 
of the condition in their practices and to render returns to the Director of 
the Epidemic Observation Unit. The response to this ‘red warning’ was 
satisfactory and enabled Dr. G. I. Watson to prepare a symposium on the 
subject which was published in Research Newsletter No. 8, page 80. A 
hundred and fifty-nine general practitioners contributed to the investiga- 
tion described in this symposium, and their work defined more closely the 
clinical features of this disease. It was shown that during the autumn of 
1954 the area of maximum prevalence and the direction of spread of ‘the 
winter vomiting disease’ were different from those of virus B influenza, 
giving support to the view that these are two distinct diseases. 

Two outbreaks of epidemic febrile conjunctivitis and pharyngitis occurring 
in large schools were reported to the unit during June 1955, and the 
director was invited to examine a number of cases. An account was circulated 
in Research Newsletter No. 8, page 120. It is hoped that further outbreaks 
will be reported and that virus studies will be made in collaboration with the 
Public Health Laboratory Service. 

The help of the unit was sought by the Director of the Epidemiological 
Research Laboratory, Colindale, in finding suitable cases for a trial of 
British hyper-immune gamma globulin for prophylaxis of whooping-cough. 
During February, 1955, an account of this work was brought to the notice of 
all members of the College in the eleven London boroughs covered bv the 
study. During the year the unit has continued to collaborate with the 
Medical Research Council in the influenza spotting scheme to which it has 
made a useful contribution. 

(5) The Asthma Investigation and the Asthma Conference.—The develop- 
ment of the College’s long-term study of the natural history of asthma has 
continued. A conference was held in London on April 2, 1955, which was 
attended by Dr. R. H. Barrett (of the Ministry of Health) and Professor 
R. S. Illingworth (of the Research Advisory Panel of the College). Dr. 
G. M. Tate was elected recorder of the group, and agreed to devise and 
circulate drafts of a questionary and follow-up forms. A definition of 
‘asthma’ was agreed, and certain aspects of the condition selected for 
particular study. Children concerned in the investigation would be observed 
at regular intervals and an annual report on their progress would be made. 
The whole study might be continued for ten years so that a complete picture 
of the course of the condition might be obtained. Registration of children 
for this investigation will be starting in the last months of this year. A 
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report of the conference appeared in Research Newsletter No. 8 (page 101). 
(6) Study Groups.—(a) The Respiratory Tract Investigation (Dr. John Fry). 
This investigation will continue until November, 1955. Three thousand 
cards have been distributed to members taking part in the study 
(b) The E.N.T. Study Group (Dr. F. Z. Garson). This investigation is 
being redesigned in the light of experience. In the revised plan certain 
conditions, such as otitis media, may be selected for observation and their 
incidence in tonsillectomized and unoperated children compared 

(7) An Obstetric Record Card.—Following requests from members of 
the College the members of the Obstetric Sub-committee of the Research 
Committee of the South-West England Faculty Board were invited to 
work with the Research Committee of Council on the design of an obstetric 
record card for use in general practice. A card was designed to fit the 
N.H.S. medical record envelope and is being tried out over a period of two 
years by an interested group on the research register. Five thousand copies 
of the card, on which a copyright has been taken out by the College, have 
been distributed. Opinions as to the efficiency of these cards will be con- 
solidated and an improved version of the card may result. Free distribution 
of the cards has now ceased, but supplies may be purchased from the Central 
Office of the College. 

(8) Other Record Cards.—F ollowing interest expressed by the Ministry 
of Health in the asthma investigation, and in the prototype Obstetric Record 
Card which was being tried out by members on the research register, an 
informal meeting was held at the Ministry in May. The use of National 
Health Service medical record envelopes for research purposes and the 
design of the cards to be put into them were diScussed. A method of identi- 
fication of envelopes belonging to patients whose case histories formed part 
of a research series was agreed with the Ministry. 

Two important papers on the design of record cards for use in general 
practice have been prepared for the Research Committee by Dr. P. L. 
Walford 


Faculty-Sponsored Investigations 
Numerous investigations are in progress, or are being planned, in the 
faculties of the College. No more than a brief mention of each can be made 
here. 

North London Faculty.—“The amount of treatment in hospital, or by con- 
sultants, of neurotic patients with proved organic disease as compared 
wich that of non-neurotic patients with the same disease’. 

East London Faculty.—({a) “Toxxmia of pregnancy treated with ethisterone’ 
(6) “The value of gamma globulin for the protection of young children 
exposed to whooping-cough’ (in collaboration with Dr. David Morris). 

West London Faculty.—‘The menstrual function’. 

South-east England Faculty.—“The epidemiology of infective hepatitis, 
glandular fever and epidemic winter vomiting’. (Reported in Research 
Newsletter No. 8, page 96.) 
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East Angla Faculty.—‘The action of ergotamine tartrate in the treatment of 
herpes zoster’. 

South-west England Faculty.—a) “The performance of obstetrics within 
the faculty’. (6) “The design of an obstetric record card’. (c) “The incidence 
of pink disease’. 

North Midlands Faculty.—‘The clinical presentation and course of tonsillitis’. 

Yorkshire Faculty —‘The number of cases of cancer which de not receive 
treatment from a hospital or a radiotherapeutic unit’. 

Hull and East Riding Sub-Faculty.—‘Headache as a presenting symptom’. 

Merseyside and North Wales Faculty.—{a) ‘An investigation of the diet of 
those who have had proved cardiac infarction’ (in collaboration with 
Dr. Neble Chamberlain). (5) ‘An investigation into the blood groups of 
families in which duodenal ulceration has occurred’ (in collaboration 
with Dr. C. W. Clarke). 

The Welsh Faculty.—‘Disseminated sclerosis in Wales’. 

South-east Scotland Faculty—{a) ‘An investigation into emergency calls 
in general practice’. (6) ‘Chilblains’. (c) “The long-term prognosis in 
cerebral vascular acciden*s’. (d) “The value of pentaerythritol tetranitrate 
in the treatrnent of angina of effort’. (e) “The value of cervical smears’. 

West Scotland Faculty.—‘The long-term effects of eclampsia and pre- 
eclamptic toxemia’. 

Northern Ireland Faculty.—‘Cranial asymmetry in babies in relation to 
the subsequent development of right- or left-handedness’. 

West Ireland Faculty.—‘*The incidence and inheritance of mental deficiency’. 

New South Wales Faculty.—(a) “Toxzmia of pregnancy in the faculty area’. 
(5) ‘A study of infective hepatitis’ (in collaboration with the Queensland 
Faculty). 

Queensland Faculty.(a) ‘A study of infective hepatitis’ (in collaboration 
with the New South Wales Faculty). (5) ‘An investigation into the causes 
of stillbirths and neonatal deaths’. 

Auckland Faculty.—“The non-notifiable infectious diseases’ (in collaboration 
with the Medical Officer of Health). 


Individual Investigations 

The Research Committee of Council has been invited to consider a 
number of proposals submitted by individual members and associates of 
the College and by those in other fields of medical practice. The Committee 
has been able to advise and to help some of these enquirers, including general 
practitioners in Holland and in Austria. It is satisfactory to note that many 
individuals and organizations wishing to undertake research into fields 
covered by the general practitioner are informing the Research Committee 
of the work they intend to do. In this way several studies may be linked so 
that their results may be compared and their value increased. 


The Research Committee of Council 
Chairman: R. J. F. H. Pinsent 
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Vice-Chairman: G. 1. Watson (Director, Epidemic Observa- 
tion Unit) 
Hon. Treasurer: A. R. Laurence (Hon. Secretary Research 
Committee of Scottish Council, co-opted) 
Hon. Secretary: D. L. Crombie 
Hon. Assistant Secretary: J. P. Horder (co-opted) 
Hon. Registrar: C. A. H. Watts 
Editor, Research Newsletter: R. M. S. McConaghey 
Members: F. Charlotte Naish, J. C. T. Sanctuary, 
W. G. Tait 
Ex-o fficio: The President and Officers of Council 


V.—BOARD OF CENSORS 


The appointment of a ‘Board of Censors’ was recommended to the first 
Council of the College by its Special Committee on Criteria for Membership 
(see Second Annual Report, 1954, p. 46"*) and was approved by the second 
annual general meeting of the College. 

Terms of Reference :—To advise and assist Council on questions concerned 
with applications for membership and associateship of the College. 


The Work of the Board 

This Board of Censors of the Second College Council has met five times 
and has examined 79 applications. At an early stage it was rcalised that 
future procedure would inevitably be conditioned by steps taken in these 
early days. Attention has, therefore, been directed to immediate problems 
rather than to laying down rigid procedure which might embarrass future 
boards. Decisions made have been recorded, and from them a pattern is 
emerging which can be modified as experience is gained. The application 
forms (based on the draft printed in the Second Annual Report, page 92), 
and letters to applicants, were approved by Council. The first step to be 
taken by an applicant is to write to the central office for an application form. 


In considering the information received about applicants, the Board of 
Censors has noted with gratification that sponsors have responded con- 
scientiously to the request to indicate the extent of their knowledge of 
applicants. In the majority of cases, the comments of sponsors have been the 
most important factors in assessing the quality of applicants. 

Some applicants have submitted the name of only one sponsor. Such 
cases are considered by the Board and, if the reasons for the lack of a 
second sponsor are considered valid (e.g. scarcity of members of the College 
in the applicant's area) and all other information is satisfactory, a member of 
the Board is empowered formally to act as second sponsor. As the member- 
ship becomes more evenly distributed, this device will no longer 


be necessary. 
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Opinions from Faculty Boards 

A difficulty has arisen over the approach to faculties, and is still under 
consideration. A minimum of two weeks has been allowed for faculties to 
send comments to the Board of Censors. This interval has proved insuffi- 
cient when the matter has had to be placed before a whole faculty board. 
Long delays are to be avoided, and it is hoped that each faculty board will 
appoint a small committee to deal expeditiously with these requests for 
local opinion about applicants. 


Interviews 

Much attention has been paid to this matter by the Board. The objections 
to an applicant travelling to London to appear before the whole Board of 
Censors are many and obvious. It was decided, therefore, that interviews 
should be conducted by two members of the College nominated by the 
Board of Censors—one being a member of the Board and the other being 
either a member of the Board or a past or present member of the Council of 
the College. 

Interviews can be held in one of several places—{i) in London, (ii) at the 
headquarters of the applicant’s faculty, or (iii) at the applicant’s place of 
practice—the choice between these three lying with the applicant himself 
who is then notified of the names of the proposed interviewers. In the case 
of Scottish applicants, a fourth possibility is in Edinburgh—at the head- 
quarters of the Scottish Council. 

The information which the Board of Censors hopes to obtain from the 
interview, and the method of conducting it have been carefully studied. 
There is insufficient experience yet on which to assess its value. The best 
results may, perhaps, be obtained when the interview is held at the appli- 
cant’s place of practice, with the minimum of formality consistent with 
upholding the dignity of the College. 


Applications from .Overseas 
Special problems arise in the case of overseas candidates. The Board of 
Censors considers that its opinion can be of little value as compared with 
that of doctors in the applicant’s area. Where, therefore, an overseas faculty 
exists whose faculty board recommends the admission of an applicant, this 
recommendation is accepted by the Board of Censors of the College Council. 


Council’s Responsibility 
All recommendations by the Board of Censors have to be confirmed by 
Council before applicants can become members of the College. 


The Board of Censors 
Chairman: J. G. Ollerenshaw 
Vice-Chairman: R. M. S. McConaghey 
Hon. Secretary: J. H. Hunt 








COLLEGE OF GENERAL PRACTITIONERS Cill 


—_—_———————— 











Penicillin levels x 10! 


*‘Benemid’ increases penicillin plasma levels by up to 10 times. The 

combination of the new drug ‘Benemid’ with potassium penicillin G in 

‘PENBENEMID’ provides a convenient oral dosage form giving penicillin 

levels which are 

(1) COMPARABLE to those obtained with intramuscular penicillin 
and 

(2) SUPERIOR to those obtained with other oral penicillin preparations. 


The oral penicillin of choice... 


* Penbenemid’-250 


TABLETS BENEMID’ WITH POTASSIUM PENICILLIN G 


*Penbenemid’ - 250 Tablets have an increased penicillin content. The 
inclusion of ‘Benemid* ensures sustained blood levels hitherto 


unobtainable by the oral route. 
Each tablet contains 250,000 units Potassium Penicillin G with 0.25 G 


*Benemid’. Supplied in bottles of 12 tablets 


at. The ONLY cral penicillin preparation giving 
“er 
*" blood levels comparable to those obtainable 


with intramuscular penicillin 


Literature gladly sent on request 


MERCK-SHARP & DOHME LIMITED HODDESDON HERTS 





SUPPLEMENT TO THE|PRACTITIONER 








Proloid Virtually pure thyroid globulin 


for treatment of all stages of hypothyroidism 


Tedral Prophylactic tadlet for asthma 


Also with an enteric coating providing 
4 hours delayed action 


Compound minera! 
oil emulsion for 
constipation 


These eleven prepara- 


tions are made for a ~ Urolucosil 
variety of purposes, each of s 
them different. But they all Law-togicity sulphonamide for B. colt 

: . infections of urinary tract. High solubility 
have the same basic function renders risk of crystalluria minimal 
Chey all perform their tasks with with low fluid intake 
precision and certainty, 
providing a trustworthy basis 


for successful medication 

Therefore the doctor can Veganin Analgesic-antipyreti: 
have confidence in every sedative tablets 
Warner preparation. 


Anaesthetic-antibiotic lozenge. Contains 
tyrothricin and benzocaine. It is the 
least expensive antibiotic-anaestheti 
lozenge 


Oral hypotensive tablet 


— ene 
_— — . 
— 


WILLIAM R. WARNER & < 
Power Road, Londor 





COLLEGE OF GENERAL PRACTITIONERS er 


Members: T. R. Bryant, Annis C. Gillie, J. P. J. Little, 
F. Charlotte Naish, Richard Scott, George Swapp, 
J. Campbell Young 

Ex-officio: The President and Officers of Council 


VI.—-REPORT OF THE EXAMINATION COMMITTEE 


At the meeting of the Second Council of the College on December 15, 
1954, this ad hoc committee was appointed with the following terms of 
reference which were approved at the annual general meeting on 
November 20, 1954 : 

* To give full and detailed study to an examination as a possible method 
of entry to Membership of the College of General Practitioners and to 
report to the Council of the College in 1955’. 

The Royal Colleges, the Royal Scottish Medical Corporations and certain 
individuals were approached for detailed information. There was a uniformly 
helpful response and the Committee was able to investigate the structure 
and method of running similar examinations 


Introductior. 
The object of an examination for the postgraduate diploma of Member- 
ship of the College of General Practitioners should be to ensure that candi- 


dates have a good knowledge of the theory and technique of general medical 
practice, and that they are in touch with contemporary medical thought 
The range of the examination should cover the whole field of general 
practice and include some matters omitted from the qualifying examina- 
tions. All questions should relate to conditions which are not uncommon in 
an average general practice—conditions which a family doctor may expect 
to meet significantly often during his professional life. There are thirty or 
more different specialties, and there are as many different types of general 
practice, so that what is common in one practice may be rare in another. 
‘Family doctoring’ must be interpreted in its widest sense. 

Just as a craftsman aims to make all carpentry ‘good carpentry’, so should 
the College aim to make all medicine and surgery done by its members 
‘good medicine’ and ‘good surgery’, and a family doctor must be competent 
to deal with both minor and serious illness. A general practitioner, given 
the right conditions, should be able to do satisfactorily a minor operation 
such as circumcision or removal of a sebaceous cyst—and he should be 
able to diagnose and treat, with the minimum of assistance that is required 
from specialists, most of the conditions that a general practitioner commonly 
‘sees. Is it possible to test his ability to do these things? 

It has been agreed that this examination should be neither a repetition of 
the qualifying examination, nor a revision examination. A good case can 
be made out for excluding all questions relating to anatomy, physiology, 
clinical pathology, morbid anatomy, biochemistry, pharmacology, zoology, 
chemistry or physics, unless they apply directly to work in general practice. 
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In this examination, stress must be laid on the clinical and other aspects 
of general practice itself; and it is clear that there is ample scope for examina- 
tion in the 500 or more important diagnostic, prognostic, therapeutic, 
technical, medico-legal and administrative problems which play so large a 
part in the life and work of family doctors. In this report a possible form 
for such an examination is discussed, 


Organization of the Examination 
A. Responsibility. The Committee suggests that the over-all respon- 
sibility for the examination should rest with the Council of the College. The 
Board of Censors should arrange for the conduct of the examination and 
all matters pertaining thereto, and to help them in this they should appoint 
an Examination Convener. 


B. Location. The Committee considers that, at first, the examination 
should be in London. At a later stage, any centre where there is a Council 
of the College would also be suitable, and even other centres might be 
selected by Council from time to time. 


C. Frequency. Initially there should be two examinations a year. May 
and November appear to be the most suitable months for candidates and 
for the central office of the College. The importance of the time a candidate 
would have to spend away from his practice is fully appreciated and it is 
agreed that he should not be expected to spend more than two nights in 
London. If it is planned that the examination be completed in two days, the 
candidate should sit the two written papers in the morning and afternoon 
of the first day, and the clinical and the oral examinations on the following 
day. 

D. The Examiners. For these important appointments the Committee 
makes the following proposals :— 

(i) The examiners should be appointed by the Board of Censors with 
the approval of Council. There should be a minimum of four examiners 
and they must all be members of the College of General Practitioners. At 
least one of them should be a member of the Board of Censors and he 
should be regarded as the senior examiner. 

(ii) The examiners should be appointed for one year and be reappointed 
each year up to a maximum of three years; they should then retire for 
one year, being eligible thereafter for reappointment. 

(iii) The Board of Censors should have power to appoint additional 
examiners. 

E. Panel of Advisers in Special Subjects. The diverse nature of the work of 
general practitioners is appreciated by the Committee, and it proposes that 
a panel of advisers in special subjects be appointed by Council, to be 
consulted when required by the Board of Censors. 

F. Regulations. Although it is understood that much should be left to 
the discretion of the examiners, it may nevertheless be necessary to issue 
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regulations for their guidance. Draft regulations have been suggested; they 
include a possible basis for remuneration of the examiners. The mechanics 
of an examination would depend upon reasonable adherence to these 
regulations, which must be flexible enough to allow for development 


G. Method of Marking and. Adjudication of Results. Several systems of 
marking, involving the use of symbols and numbers, were considered by 
the Committee. It is agreed that the most satisfactory method for this 
examination would be the use of the symbols ‘S’ (satis.), ‘S-+-’, ‘S—’, and 
*V’ (vix). 

H. The Examination Convener. It is considered that an examination 
convener, appointed by the Board of Censors, would be an important link 
in the mechanics of this examination. He should be responsible for attending 
to all the complex details involved in arranging and conducting the examina- 
tion. Without such a person, confusion would be likely to occur and the 
dovetailing of all errangements would be in jeopardy. 

J. Finance. Many different sources helped the Committee to reach its 
conclusions about finance. Various methods of remunerating examiners 
in other examinations were studied, and different schemes in common 
use were compared 

The Committee proposes that 


(i) The examiners and advisers should be remunerated at first on the 
basis of one guinea an hour and that they should receive first-class 
travelling allowances. 

(ui) The candidate should pay a fee sufficient to cover the cost of the 
examination. This fee should be ten guineas on the first occasion and 


five guineas on any subsequent attempt. A fee of five guineas should 
accompany submitted work and the balance should be paid only if the 
candidate is required to sit the whole examination. These examination 
fees should be distinct from any entrance fee payable upon admission 
to membership. 


(iii) Patients attending the clinical examination should receive 7s. 6d 
to 10s. a session, in addition to travelling expenses and light refreshments 


K. The Syllabus. The Committee has prepared a provisional syllabus 
which covers the common clinical, technical, medico-legal and adminis- 
trative subjects of importance to general practitioners—conditions which 
the average general practitioner may be expected to meet significantly often 
during his professional life. It is fully appreciated that this draft syllabus is 
not complete; it will need amending from time to time. There are a number 
of conditions of importance which have been excluded—rarer conditions 
which a practitioner may possibly meet occasionally during his career and 
which it is essential that he should recognize should he do so. Students are 
taught about these rarer conditions in hospital, and they are examined on 
them in the qualifying examination; the Committee feels that they could be 
excluded from this particular syllabus. The syllabus is arranged under 
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headings which correspond to the headings in the outline of the written 
paper. 


The Examination 

Memoranda submitted by members of the Committee and others were 
studied, and an examination has been devised consisting of three parts 
written, clinical and oral—which may be preceded, if the candidate wishes, 
by submission of work, the assessment of which should be the responsibility 
of the Board of Censors. 

A. Submitted Work. In the opinion of the Committee the submission of 
original work might be a method of assessment acceptable to senior prac- 
titioners. The Committee proposes that the applicant be given the choice 
of three types of submitted work :— 

(i) Case Reports with Commentary.—Case records, personally compiled, 
with a critical commentary, illustrating a particular aspect of general 
medical practice, or 

(ii) Thesis.—A thesis on a subject of the applicant’s own choosing, 
previously approved by the Board of Censors, or 

(iii) Published Work, which might include work previously submitted 
to a university or other academic body. 

The Board of Censors should be responsible for judging this submitted 
work, along with the candidate’s application form and the report from his 
sponsors, and it should decide whether the candidate be excused the whole 
examination or part of it. 

B. The Written Paper. The Committee suggests that the written paper 
should be held in a recognized examination hall or other suitable premises, 
an examiner and the convener of the examination being present, and that 
each paper should consist of eight questions, only five of which need be 
answered. In order to cover the whole field of general practice, and to 
ensure uniformity between examinations at different times, it is proposed 
that the questions be set on a standard pattern. The questions should stress 
the problems met with in general practice and particularly in the manage- 
ment of illness in patients’ homes. Candidates should be advised not to 
enlarge on rare or obscure conditions seldom seen in general practice. 

C. The Clinical Examination. The Committee suggests that the clinical 
part of the examination should be held in a recognized examination hall or 
other suitable premises. By arrangement with local general practitioners 
and hospital medical staffs, the requisite number of patients should be asked 
to assemble half an hour before the examination is due to begin, to enable 
the examiners and patients to become acquainted. Each patient should 
bring a short note describing his clinical condition, together with relevant 
X-rays, etc. Each patient should attend only one session. Candidates should 
bring their own stethoscopes, other equipment being provided. 

It is suggested that two examiners question each candidate in this clinical 
examination, and that each candidate should be asked to investigate two 
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cases on his own (for 15 minutes each), having been given an indication of 
which system is involved. One examiner should question the candidate for a 
quarter of an hour on these two cases, with special reference to ditferential 
diagnosis, further investigations or consultant opinions required, prognosis 
and treatment. For the last quarter of an hour the other examiner should 
take the candidate round to other patients asking any clinical questions he 
wishes. This examiner might also show the candidate X-rays, pathological 
reports, or instruments used in general practice, which should be lai 
out on a table. 

The Committee believes that in one hour a fair assessment could thus be 
made of the candidate’s knowledge and clinical acumen. The number of 
hours allotted to the clinical examination altogether, and the number of 
patients required, would depend on the number of candidates. ‘Two 
examiners should be able to examine not more than four candidates an 
hour; and in one three-hour session four examiners should examine not 
more than 24 candidates. The system of marking could be the same as for 
the written examination. 

D. The Oral Examination. In this part of the examination, particular 
attention should be paid to the practical aspects of family doctoring; and 
the candidate should be questioned on any previously notified special 
subject, or on his submitted work. 


Conclusions 
This ad hoc Examination Committee of the College Council has con- 
sidered, and investigated in detail, a possible examination for the post- 
graduate diploma of Membership of the College of General Practitioners. It 
has arrived unanimously at the following conclusions: 

(i) That such an examination is practicable. 

(ii) That it should consist, in its complete form, of written, clinical and 
oral examinations. Submitted work, to be assessed by the Board of 
Censors, would be optional; if it were of a sufficiently high standard the 
candidate could be excused part or the whole of the examination 
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VIL-THE SECOND SCOTTISH COUNCIL 
The Scottish Council has met in alternate months. 
Committees of the Scottish Council 
The following are the office-bearers of the standing committees of the 
Scottish Council :— 
Undergraduate Education Committee: 
Chairman: G. W. Ireland 
Hon. Secretary: R. T. Thin 
Postgraduate Education Committee : 
Caairman: Lowell Lame-t 
Hon. Secretary: D. H. McVie 
Research Committee: 
Chairman: C. M. Fleming 
Hon. Secretary: A. R. Laurence 


The office-bearers of the Scottish Council are ex-officio members of 
these committees. The chairman of the undergraduate education com- 
mittee of each of the five Scottish faculties is a co-opted member of the 
Undergraduate Education Committee of the Scottish Council. The same 
procedure has been followed with regard to postgraduate education and 
research. The Scottish Council is thus able to coordinate the work of the 
College in Scotland in respect of these three activities, and to give assistance 
to faculties where necessary. The work of the faculties in Scotland is further 
coordinated by reports from the faculties being presented at each meeting 


of the Scottish Council. 


Membership in Scotland 
At September 30, 1955, the membership of the College in Scotland was 
353, Comprising 278 members and 75 associates distributed as follows :— 
Faculty Members Associates Total 
North Scotland... on - 20 I 21 
North-east Scotland re 1 28 6 34 
East Scotland ¢ x 7 24 8 32 
South-east Scotland * - 77 28 105 
West Scotland ¥ ue 129 32 161 


278 75 353 
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Evolution of College Policy 

The Scottish Council considered that it was desirable at this early stage 
of the College’s existence to give some thought to this important subject. A 
memorandum was prepared and issued to all Scottish faculties. After 
hearing the views of these faculties the Scottish Council submitted the 
following recommendations to the Council of the College:—-The Council 
of the College being representative of all faculties should be the body which 
formulates policy, but the final decision rests with the annual general 
meeting of members of the College. A postal ballot or referendum is not an 
acceptable alternative. The Scottish Council is of the opinion that an annual 
conference of chairmen and hon. secretaries of faculties, convened after 
giving faculties adequate notice of the agenda, could make recommenda- 
tions to the Council of the College on matters of policy. The Council of the 
College after considering these resolutions could make specific recommenda- 
tions to the annual general meeting. The Scottish Council appreciated that 
the annual general meeting was not obliged to accept these recommendations 
of Council, but it felt nevertheless that it was the duty of the Council to 
give such a lead. 


Functions of the Scottish Council 

One of the major subjects which has been deliberated by the Scottish 
Council in 1955 has been the responsibility delegated to it by the Council of 
the College under College Bye-law 9. The Scottish Council has made a 
detailed study of the means by which it can further the work of the College 
in Scotland and has consulted with the Scottish faculties concerning ways 
in which it can promote their interests and act as interpreter between the 
Scottish faculties and the Council of the College. The following action has 
been taken: 

(1) The chairman and hon. secretary of the Council of the College have 
been given an open invitation to attend any meetings of the Scottish 
Council 
The Council of the College at all its meetings receives a report from 
the chairman of the Scottish Council—a means of keeping the 
College Council informed of the work of the Scottish Council and 
enabling the Scottish Council to have matters remitted for its 
consideration by the Council of the College 


All correspondence between the Council of the College (or its 
committees) and Scottish faculties (or any of their committees) is 
now sent via the Scottish Office (Livingstone House, 39 Cowgate 
Edinburgh 1). 


The Council of the College this year appointed an ad hoc committee 
to consider what evidence might be given by the College to the 
Willink Committee on Medical Manpower, and the Scottish Council 
was invited to appoint its representative on this committee 
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(s\ Two other ad hoc committees have been appointed by the second 
Council of the College. 
(a) An examination committee. 
(6) A committee to prepare for the College’s contribution to 
the next W.M.A. Conference on Medical Education. 
On these and on all of the standing committees of the Council of the 
College the membership in Scotland is represented. 
(6) The Scottish Council has recommended that its chairman should be 
ex-officio a member of the Council of the College. 
The Scottish Council is of the opinion that these measures will be of 
great assistance to the Council of the College by ensuring that the College’s 
aims and objects are vigorously pursued in Scotland. 


Relations with Other Bodies 

The Scottish Council has continued to develop cordial relationships with 
other bodies in Scotland of which the following are illustrations: 

The Royal Scottish Medical Corporations. An Honorary Fellowship of 
The Royal College of Physicians, Edinburgh, has been offered to Dr. W. N. 
Pickles. ‘The Royal College of Physicians, Edinburgh, consulted the Scottish 
Council concerning the appointment of the John Matheson Shaw lecturer 
for 1954 and 1955. On the occasion of the first lecture in this series, by 
Professor J. M. Mackintosh, office-bearers of the Scottish Council were 
invited by the Council of the Royal College of Physicians to dine with them. 
The second lecture in the series is to be given by Dr. C. A. H. Watts (a 
member of the Council of the College of General Fractitioners). The 
library of the Royal College of Physicians, Edinburgh, has been opened to 
members of the College of General Practitioners in Scotland, and the 
Research Newsletters have been received by this library. The Royal 
College of Physicians, Edinburgh, The Royal College of Surgeons, 
Edinburgh, and The Royal Faculty of Physicians and Surgeons, Glasgow, 
have provided valuable material for the Examination Committee of the 
Council which has been collecting information concerning the necessary 
practical arrangements for holding a possible postgraduate examination for 
membership of our College. 

Department of Health for Scotland. The Scottish Council has maintained 
close contact with, and has received considerable assistance from, members 
of the Department of Health for Scotland. The Scottish Council received 
an official invitation to send a representative to the opening of the new 
Health Centre in Stranraer. A successful application on behalf of the South- 
east Scotland faculty has been made to the Scottish Advisory Committee 
for Medical Research to cover printing and secretarial expenses in con- 
nection with that faculty’s research programme. 

British Medical Association. The Assistant Scottish Secretary of the 
B.M.A., Dr. J. McCutcheon, gave considerable help to the Scottish Council 
during its deliberations on the evolution of College policy, and the Glasgow 





COLLEGE OF GENERAL PRACTITIONERS cVil 





LESTREFLEX DIACHYLON 
ELASTIC BANDAGE 

For the Ambulatory Treatment 

of Ulceration of the leg. 


The plaster is innocuous to newly 
formed tussve cells and leucocytes 
and may be uted on sensitive 
patients without risk of plaster 
idiosyncrasy Lestrefiex may 
also be used in all cases where 

an occlusive and und«turbed 
type of dressing is indicated 

as well as for joint injuries 
fractures and lesions of the 

feet 


Lestrefiex s also supplied 

with strip ventilatior 

which assures aeration 

to the wound 

in 3 yd. rolls 3 in. wide 
Available on E.C./0 


DALMAS WATERPROOF 
FIRST AID DRESSINGS 


7 MLA 
The Daimas Special Dector's Cabinet 
contains 180 first-aid drescings in 
seven sizes and shapes with « spool! 
of Daimas strapping. 


DALMAS LIMITED, LEICESTER & LONDON . Established 1/823 





Syup Pertussis 


clinically demonstrates to the full the antispasmodic and sedative 
values of VALERIAN when, in combination with suitable expectorants, 
it is used in the management of the 


paroxysm of whooping cough 


The patient’s dread of their onset and distress during the actual fits 
are eliminated, and the whole character and course of the disease is 
thus markedly modified. It is readily taken by children. 


Can be prescribed on an E.C.10. Details and sample available from the distributors 


ANGLO-FRENCH DRUG CO. arena 











CVIII SUPPLEMENT TO THE PRACTITIONER 





CORTISTAB and 
HYDROCORTISTAB 






can be prescribed on N.H.S. Form E.C.10 as 
from Monday December sth 


These products—which so far have only been available to hospitals —are 
manufactured in Great Britain at our extensive plant designed for the large 
scale production of corticosteroids. 


rABLETS 25 mg. Bottles of 40 


INJECTION 25 mg. per mi. Vials of 
10 mi. 


EYE DROPS 1% Bottles of 3 ml 
EYE OINTMENT 1%, Tubes of 3G 


CORTISTAB 
(Cortisone Acetate) 


TABLETS 20 mg. Bottles of 100 


INJECTION (Intravenous) 5 mg. per 
mi. for intravenous injection after 
dilution. Ampoules of 20 ml. 


HYDROCORTISTAB 


(Hydrocortisone) 





INJECTION (local) 25 mg. per mi. 
Hydrocortisone acetate suspension 
Vials of 5 ml. 


Further details will be gladly sent on request to 


BOOTS PURE DRUG COMPANY LIMITED NOTTINGHAM ENGLAND 
s240 





COLLEGE OF GENERAL PRACTITIONERS 39 


office of the Association has helped the West Scotland faculty and Dr. 
W. S. Gardner in his capacity as honorary secretary of the Examination 
Committee of the College Council. 

The hon. secretary of the Scottish Council has addressed the Falkirk 
and District Medical Society, the Morpeth Division of the B.M.A. and the 
Dumfries and Galloway Division of the B.M.A. on the aims and objects 
of the College. 

The Scottish Universities. Increasingly cordial relationships have been 
established between the College and the four medical schools of the Scottish 
Universities, with regard to both undergraduate and postgraduate training 
and research. Prominent members of the four Scottish Universities have 
continued to assist the College not only by helping individual members 
with regard to the activities of faculties, but also by serving on a scientific 
advisory panel which is consulted by the Research Committee of the 
Scottish Council. 

University of St. Andrews. The Postgraduate Dean has given active 
support to the East Scotland Faculty of the College in planning a series 
of one-day courses. 

University of Glasgow. With the approval of the Dean and the Faculty 
of Medicine a short course of lectures on general practice was given to 
senior medical students by three members of the College. 

University of Aberdeen. The University of Aberdeen operates its own 
scheme of attaching students to practitioners during vacations. The 
detailed arrangements of this scheme were worked out by the B.M.A. 
although members of the College participated. 

University of Edinburgh. In Edinburgh, the premises of the University 
General Practice Teaching Unit are used by the South-east Scotland 
Faculty and by the Scottish Council as their headquarters. The Director 
of Postgraduate Education of this mediczl school is a co-opted member of 
the postgraduate education committee of the South-east Scotland 
Faculty, and he continues to give enthusiastic support to the suggestions 
for continuing postgraduate education which are being submitted to 
him by the board of this faculty. A joint committee has been set up 
between the Registrar Group and the South-east Scotland Faculty of the 
College which has made recommindations to the Board of Studies in 
Medicine at Edinburgh with a view to giving some registrars experience in 
general practice. 

Bye-laws of Scottish Faculties 

Bye-laws of the five Scottish faculties have been drafted by faculty boards 
and approved at meetings of the faculties. These are being examined by the 
Scottish Council before being forwarded to the Council of the College. 

The Second Scottish Council 
Chairman : J. M. Henderson (Pitlochry)* 
Vice-Chairman: Lowell Lamont (Edinburgh) 
Hon. Secretary: Richard Scott (Edinburgh)* 
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A new preparation for the treatment of constipation 
and hepatic insufficiency which combines the laxative 
properties of TAXOL with the liver-protecting principles 
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adults, its low dosage, and its low incidence of side-effects, 
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